June, 1957 


The Journal ——vehma 


Number 6 











ee 
CROSSROADS 


~~ 














—| 























Nhlow... 


to complete the Parke-Davis#i 


CELONTIN Kapseals (Methsuximide, Parke-Davis) 

0.3 Gm., bottles of 100. 

DILANTIN® Sodium (Diphenylhydantoin Sodium, Parke-Davis) 
is supplied in a variety of forms—including 

Kapseals of 0.03 Gm. and 0.1 Gm. in bottles of 100 and 1,000. 
MILONTIN® Kapseals (Phensuximide, Parke-Davis) 

0.5 Gm., bottles of 100 and 1,000. 

MILONTIN Suspension, 250 mg. per 4 cc., 16-ounce bottles. 
PHELANTIN® Kapseals (Dilantin 100 mg., phenobarbital 

30 mg., desoxyephedrine hydrochloride 2.5 mg.), bottles of 100. 





CELONTIN 


METHSUXIMIDE* 
0.3 GRAM 


CauTion—Federal law 
prohibits dispensing 
without prescription. 


U.S. Patent 242257 





‘et gear 4 


®N-methyl-alpha. alpha- 
methyipheny lsuccinimide 





os Stock 15-525-4 
|_PARKE. DAVIS & CO 


,  DETRONT. witH US A 














rigstamily of anticonvulsants 


anew antiepileptic for petit mal 


and psychomotor seizures 


CELONTIN 


(methsuximide, Parke-Davis) 











|DILANTIN® 





réeet GhetG § (4 





Kapseals 


1,2,3 


Clinical experience with CELONTIN indicates that it: 

- provides effective control with minimal side effects in the 
treatment of petit mal and psychomotor epilepsy; 

. frequently checks seizures in patients refractory to other 
medications; 

-has not been observed to increase incidence or severity of 
grand mal attacks in patients with combined petit and grand 
mal seizures. 


Optimal dosage of CELONTIN should be determined by individual needs 
of each patient. A suggested dosage schedule is one 0.3 Gm. Kapseal daily 
for the first week. If required, dosage may be increased thereafter at 
weekly intervals, by one Kapseal per day for three weeks, to maximum 
total daily dosage of four Kapseals (1.2 Gm.). 


1. Zimmerman, FE T., and Burgemeister, B.: Arch. Neurol. & Psychiat. 72:720, 1954. 
2. Zimmerman, FE. T., and Burgemeister, B.: J.A.M.A. 157:1194, 1955. 
3. Zimmerman, FE. T.: Arch. Neurol. & Psychiat. 76:65, 1956. 
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YOUR PATIENT NEEDS AN ORGANOMERCURIAL 


Practicing physicians know that many years of clinicak and laboratory experience 
with any medication are the only real test of its efficacy and safety. 


Among available, effective diuretics, the organomercurials have behind them over 
three decades of successful clinical use. Their clinical background and thousands of 
reports in the literature testify to the value of the organomercurial diuretics. 


TABLET 


NEOHYDRIN 


BRAND OF CHLORMERODRIN (16.3 MG. OF 3-CHLOROMERCURI-2-METHOXY-PROPYLUREA 
EQUIVALENT TO 10 MG. OF NON-IONIC MERCURY IN EACH TABLET) 


a standard for initial control of severe failure 
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— EVEN METABOLISM TEST APPARATUS! 


The constant processes of engineering science and manu- 
facturing skills have brought about changes in this field, 
too! Thanks to these changes, BMR tests are now 
practical as well as accurate because they’re simpler 

and easier to administer. The new, automatic, 
“self-calculating” BasalMeteR does away with 

all slide rules, conversion tables and other 
result-finding paraphernalia so long asso- 

ciated with BMR tests. This new unit does 

its own precise calculating and computing; 

gives you a direct-reading of the result 
immediately on completion of the test. If you 

haven't seen literature on this drastically “dif- 
ferent” BMR unit, mail the coupon (below) today! 
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Wayne University Clinic Days and 
Alumni Reunion 


Wayne Clinic Days, held at Wayne University, 
April 30 and May 1, 1957, attracted more than 
700 physicians from across the nation. This was 
the 7Ist annual “Clinic Days” program designed 
by the alumni association to help physicians keep 
abreast of the rapid progress being made by 
modern medical science. 


Another highlight on Wednesday’s agenda was 
the annual Alumni Reunion Dinner celebrating 
the fiftieth anniversary of the Class of 1907 along 
with announcement of distinguished service cita- 
tions and scholarship awards to outstanding needy 
students. 

The 1907 graduates who attended and received 


Class of 1907 Golden Anniversary Class at 71st Annual Session, Clinical Program and 
Alumni Reunion of the Wayne State University College of Medicine Alumni Association, 


May 1, 1957, Hotel Fort Shelby, Detroit. 


Reading left to right: (first row) Raymond C. Andries, M.D., Herman H. Runo, M.D., 
Robert M. Carmichael, M.D., Castro J. Power, M.D. 

(Second row) Raymond B, Glemet, M.D., Fred J. Drolett, M.D., Frank A. Boet, M.D., 
Arthur J. Griffith, M.D.,. Ernest M. Ling, M.D., George C. Hardy, M.D. 


Activities Tuesday included ward-rounds at 
Receiving Hospital, discussion periods, clinical 
demonstrations and classroom instruction by mem- 
bers of Wayne’s medical faculty. Sessions also 
were held at the University’s Medical Science 
building, Lafayette Clinic and Kresge Eye In- 
stitute. 

Six top-ranking medical men who presented 
papers on their respective fields during Wednes- 
day’s program, included: Herman K. Hellerstein, 
M.D., Cleveland, Ohio, “Returning the Cardiac 
Patient to Work”; Clyde L. Randall, M.D., Buf- 
falo, N. Y., “Clinical Evidences of the Inadequate 
Placenta”; Campbell M. Gardner, M.D.. Mont- 
real, Canada, “Diagnosis and Treatment of Vari- 
ous Lesions of the Stomach”; Raymond W. Wag- 
goner, M.D., Ann Arbor, “The Application of 
Psychiatry in General Practice”; William L. Rik- 
er, M.D., Chicago, Ill., “Emergency Surgery in 
the Newborn”; and Maurice A. Schnitker, M.D., 
Toledo, Ohio, “Low-Grade Infection of the Urin- 
ary Tract.” 
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golden diplomas were: Raymond C. Andries, De- 
troit; Frank A. Boet, Grand Rapids; Robert H. 
Carmichael, Tinley Park, Illinois; Fred J. Drolett, 
Lansing; Raymond B. Glemet, Detroit; Arthur J. 
Griffith, Detroit; George C. Hardy, Rochester, 
Michigan; Ernest M. Ling, Hancock; Castro J. 
Power, Harrison; Herman H. Runo, Reedley, 
California. 

Those unable to attend, but all of whom sent 
greetings, were: Clifford B. Clark, Miami; Wil- 
liam P, Johns, Long Beach, California; Samuel 
M. Kaufman, New York; Nathan P. Levin, Los 
Angeles; L. Leonard Meddaugh, Millbrae, Califor- 
nia, and Montgomery A. Stuart, Roanoke, Vir- 
ginia. 

Alumni Awards were presented as follows: Med- 
ical Alumni Sophomore Scholarship Award to 
Robert J. Thompson, 1959; Medical Alumni 
Senior Scholarship Award to Myron H. Joyrich, 
1957. 

Distinguished Service Citations were presented 

(Continued on Page 672) 
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optimal dosages for ATARAX. 


based on thousands of case-histories: 


— i= t.i.d. 


TENSION SENILE ANXIETY MENOPAUSAL SYNDROME ANXIETY PREMENSTRUAL TENSION 
PHOBIA HYPOCHONDRIASIS Tics FUNCTIONAL G.I. DISORDERS PRE-OPERATIVE ANXIETY 
HYSTERIA PRENATAL ANXIETY + AND ADJUNCTIVELY IN CEREBRAL ARTERIOSCLEROSIS 
PEPTIC ULCER HYPERTENSION COLITIS NEUROSES DYSPNEA INSOMNIA 
PRURITIS ASTHMA ALCOHOLISM DERMATITIS PARKINSONISM PSORIASIS 


perhaps the safest ataraxic known 


peace OF MIND ATARAX 


(BRAN OF MYOROXYZINE) 


Tablets-Syrup 


Ke} tid. 


ANXIETY Tics HOSTILITY NIGHTMARES HYPEREMOTIVITY RESTLESSNESS 
TEMPER TANTRUMS HOSPITAL FEAR + AND ADJUNCTIVELY IN ASTHMA ENURESIS 


Consider these 3 ATARAX advantages: 

@ 9 of every 10 patients get release from tension, 
without mental fogging 

@ extremely safe—no major toxicity is reported 

@ flexible medication, with tablet and syrup form 

Supplied: 


In tiny 10 mg. (orange) and 25 mg. (green) 
tablets, bottles of 100. 


CHICAGO 11, ILLINOIS ATARAX Syrup, 10 mg. per tsp., in pint bottles, 
Prescription only. 
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WAYNE UNIVERSITY CLINIC DAYS 


(Continued from Page 670) 
this year to: Daniel E. Halsey, M.D., 1934, for 
years of services as advisor and professor in the 
College; Clarence E. Umphrey, M.D., 1924, for 


was a member of the medical profession: James 
M. Robb, M.D., physician and professor of sur- 
gery in Wayne State University’s College of Medi- 
cine, who has earned a distinguished record. 


Pictured at the 71st Annual Session, Clinical Program and Alumni Re- 
union of The Wayne State University College of Medicine Alumni Asso- 
ciation, April 30, 1957, are (left to right): Don W. McLean, M.D., presi- 
dent of the Wayne State University College of Medicine Alumni Association ; 
William J. Stapleton, Jr., M.D., historian of the Wayne State University 
College of Medicine Alumni Association; Gordon H. Scott, Dean, Wayne 
State University College of Medicine; Castro J. Power, M.D., Class of 
1907; Lawrence Pratt, M.D., president-elect, Wayne State University 


College of Medicine Alumni Association. 


James Milton Robb, M.D., °08 (left) receiving his 
Alumni Award from Dr. Clarence B. Hilberry (right), 
president of Wayne State University, at the 89th Annual 
Alumni Reunion on the evening of May 18, 1957. 

Seated (right) is Gladys M. Wright, °41, Chairman of 
the 1957 Alumni Reunion. 


extraordinary service as advisor, Councilor, Presi- 
dent of MSMS, and continuing service. 

On May 18, 1957, at a grand banquet for the 
89th alumni reunion, at the Sheraton-Cadillac, 
President Clarence B. Hilberry presented Honor- 


ary Alumni Citations to five persons, of whom one 
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The citation reads as follows: 


Dr. JAMEs Mi_ton Ross, a graduate in Medicine in 
1908, for more than forty years has been a teacher in 
the College of Medicine and is now one of this country’s 
most distinguished practitioners in the field of Ophthal- 
mology and Otolaryngology. 

Honored by the Distinguished Service Citation of the 
Wayne University Medical Alumni Association, the 
Michigan State Medical Society Citation, and the Selec- 
tive Service Medal of the Congress of the United States, 
he has served as President of the Detroit Academy of 
Medicine, of the Wayne County Medical Society, of the 
Michigan State Medical Society, of the American Acad- 
emy of Ophthalmology and Otolaryngology, and as 
Chairman of the Section for the American Medical Asso- 
ciation and Member of the Board of Governors of the 
American College of Surgeons. 

As a citizen in this community he has been an active 
leader in the work of the Community Fund, the Detroit 
Symphony Society, Institute of Arts Founders Society, 
Friends of the Public Library, and of the Cranbrook 
Institute of Science. 

The University recognizes with pride the brilliant 
career in medicine and surgery and the fine contribution 
to civic life of this distinguished Alumnus. 


When at all practical, surgery is the treatment of 
choice for thyroid cancer. 
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combines Meprobamate (400 mz.): 


Widely prescribed tranquilizer-muscle relaxant. Effectiveness 

in anxiety and tension states clinically demonstrated in millions of patients. 
Meprobamate acts only on the central nervous system, Does not increase 
gastric acid secretion. It has no known contraindications, can be used 

over long periods of time.'2.3 


with Pathilon (25 mg.): 


An anticholinergic noted for its extremely low toxicity and high 
effectiveness in the treatment of G.I. tract disorders. In a comparative 
evaluation of currently employed anticholinergic drugs, 

PATHILON ranked high in clinical results, with few side effects, 
minimal complications, and few recurrences.* 


Now...with PATHIBAMATE...you can control disorders of the 
digestive tract and the “emotional overlay” so often associated with 
their origin and perpetuation... without fear of barbiturate 


loginess, hangover or addiction. Among the conditions which have 








shown dramatic response to PATHIBAMATE therapy: 


DUODENAL ULCER + GASTRIC ULCER « INTESTINAL COLIC 
SPASTIC AND IRRITABLE COLON « ILEITIS »* ESOPHAGEAL SPASM 
ANXIETY NEUROSIS WITH G.I. SYMPTOMS + GASTRIC HYPERMOTILITY 





Comments on PATHIBAMATE from clinical investigators 


References: 1. Borrus, J. C.: M. Clin. North America, 

In press, 1957. 2. Gillette, H. E.: Internat. Rec. Med. & G. P. 
Clin. 169:453, 1956. 3. Pennington, V. M.: J.A.M.A., 

In press, 1957. 4. Cayer, D.: Prolonged Anticholinergic 
Therapy of Duodenal Ulcer. Am. J. Dig. Dis. 1:301-309 
(July) 1956. 5. McGlone, F. B.: Personal Communication to 
Lederle Laboratories. 6. Texter, E. C., Jr.: Personal 
Communication to Lederle Laboratories. 7. Bauer, H. G. 
and McGavack, T. H.: Personal Communication 

to Lederle Laboratories. 


Supplied: Bottles of 100 and 1000 


Administration and Dosage: 1 tablet three times a day 
at mealtimes and 2 tablets at bedtime. Full 

information on PATHIBAMATE available on request, 

or see your local Lederle representative. 


e “I find it easy to keep patients using the drug 
continuously and faithfully. I feel sure this is due 
to the desirable effect of the tranquilizing drug.” 


e “The results in several people who were pre- 
viously on belladonna-phenobarbital prepara- 
tions are particularly interesting. Several people 
volunteered that they felt a great deal better on 
the present medication and noted less of the 
loginess associated with barbiturate administra- 
tion.”6 


@PATHIBAMATE ...“will favorably influence a 
majority of subjects suffering from various forms 
of gastrointestinal neurosis in which spasmodic 
manifestations and nervous tension are major 
clinical symptoms.” 


e “In the patients with functional disturbances of 
the colon with a high emotional overlay, this has 
been to date a most effective drug.”> 
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AMA Washington Letter 





THE MONTH IN WASHINGTON 


Again the Jenkins-Keogh plan is up for con- 
sideration in Congress. While there is no assur- 
ance it will be passed, or even get out of the 
House Ways and Means Committee, many spon- 
sors of the legislation this year are united in one 
organization and are making themselves felt on 
Capitol Hill. 

Briefly, this bill would allow any self-employed 
person to put a limited portion of his income 
into a retirement fund without paying income 
taxes on the money. Taxes would be paid when 
the money was received as pension or retirement. 

Sponsors of the Jenkins-Keogh plan point out 
that it very definitely is not legislation to give a 
special tax advantage to one group of people. For 
one thing, every self-employed person would be 
eligible, from farmers to doctors and from opera 
singers to architects. For another, corporations 
since 1942 have been allowed to put money into 
retirement funds for their employes without pay- 
ment of federal taxes on the money; the self- 
employed merely want the same consideration. 

At various times the American Medical As- 
sociation has led in the campaign for enactment 
of legislation of this type. Two years ago the 
House Ways and Means Committee voted to re- 
port it out, as part of a broader tax bill, but the 
committee never actually got around to sending 
the combined bill to the House floor. 

Now the lead is being taken by a newly formed 
American Thrift Assembly, or officially the Ameri- 
can Thrift Assembly for Ten Million Self-Em- 
ployed. In addition to the AMA, the new group 
has the support of American Dental Association, 
American Bar Association, and a score or more 
of other national organizations that represent the 
self-employed. 

After the Congressional session was well under 
way, the ATA surveyed the political-legislative 
climate and found it favorable for Jenkins-Keogh. 
Then in early May the assembly asked its con- 
stituent associations to go to work. They were 
urged to have all members contact the House 
Ways and Means Committee with requests that 
the Jenkins-Keogh bill be reported favorably to 
the House floor. Assembly strategists are confident 
that if the committee hears from enough of the 
people who would be affected, it will approve the 
bill before adjournment. Then, if there isn’t time 
for House action this year, that step can come 
next year. 

Economy has been the main obstacle in the 
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path of Jenkins-Keogh—the fear on the part of 
the Treasury Department that passage of the bill 
would mean a serious loss of income tax revenue. 
However, the Treasury has never denied that the 
bill is justified to equalize tax status for the self- 
employed in relation to corporation employes. 

Answering the economy argument, the Assem- 
bly makes two points: 

First, the set aside funds, invested in the coun- 
try’s economy, would stimulate business and de- 
velop far more in new income tax payments that 
it would cost. 

Second, because the self-employed who retain 
their health rarely retire at any arbitary age, many 
of them in the years past 65 would remain in a 
tax bracket not significantly lower than when they 
paid into the retirement fund. 


Notes 

When Congress votes the money, the new home 
of the National Library of Medicine will be con- 
structed at Bethesda. Maryland, near the National 
Institutes of Health and the Navy Medical Center. 
This site was selected by the board of regents at 
its second meeting. 

* * * 

At the request of Speaker Rayburn, the House 
Interstate and Foreign Commerce Committee has 
set up a special subcommittee with authority to 
find out if government agencies are expanding 
their operations beyond limits intended by Con- 
gress. The subcommittee expects to continue its 
investigations between the sessions of Congress. 

* * * 

The continuing national health survey is under 
way. Each month from now on, 140 Census 
Bureau interviewers will visit 3,000 homes, ask- 
ing questions about illness and disability. On 
the basis of the data collected, the Public Health 
Service will publish national and regional reports 
on morbidity and mortality. 

* * * 

Because of his achievements in the advance of 
mental health, Dr. William C. Menninger has 
been selected by the U. S. Chamber of Commerce 
as “one of the great living Americans.” 

* * * 

Because of widespread interest aroused by Sen- 
ate hearings, there is considerable pressure for 
action before adjournment on legislation for some 
form of federal control over union welfare funds. 
One bill, by Senator Goldwater, would lay down 
strict procedures, including regular audits. 
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Paris, too, knows and uses Pentothal... 


GEORGE SUYEOKA 


reflecting... a pattern of clinical usage 


followed the world over 


Pentothal Sodium has been in constant use for 
23 years. In that time more than 2500 reports 
have been published on Pentothal, covering 
nearly every type of surgical procedure— making 
Pentothal unmistakably the world’s most widely 
studied intravenous anesthetic. Reflected in these 
years of use and volumes of reports is a record 
unsurpassed for safety, effectiveness and versa- 


tility of use in intravenous anes- 
thesia. Do you have the literature? Obbott 


PEN TOTHAL® Sodium 


706138 (Thiopental Sodium for Injection, Abbott) 
Jung, 1957 
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AMA News Notes 





NEW “AMA IN ACTION” BOOKLET 

An attractive new booklet describing “AMA in Ac- 
tion” as it moves ahead toward better medicine, better 
patient care, better distribution of medical services, 
better informed public, and better public health will be 
off the presses this month. This 44-page, illustrated 
pamphlet points out various AMA services for physi- 
cian-members and the public and lists benefits to both 
the medical profession and the general public. Copies 
of “AMA in Action” will be sent to AMA officers, 
trustees and delegates, national opinion leaders, medical 
schools, and pharmaceutical representatives. In addition, 
limited quantities will be made available to state and 
county medical societies for distribution to their key 
officials. 


AMA TO HONOR RADIO STATIONS 


Eighty-seven radio stations across the country will be 
honored by the American Medical Association this year 
for broadcasting a minimum of ten complete AMA 
health education radio transcriptions within the past 
five years. Since 1954, a total of 265 radio stations 
throughout the United States and Alaska have qualified 
for this distinction. Many of the radio stations using 
AMA electrical transcriptions are serviced directly from 
the Bureau of Health Education through county medical 
societies. In addition, thirteen state medical societies 
function as state distributors, arranging the placement of 
these programs directly with stations in their areas. 


PROFESSIONAL LIABILITY FILM 


A new dramatic film pointing up ways of preventing 
professional liability claims and suits will be available 
July 1 for medical society meetings. This new film, 
titled “The Doctor Defendant,” is the second in a series 
of films on various medicolegal problems being produced 
by the Wm. S. Merrill pharmaceutical company in 
co-operation with the American Medical Association 
and the American Bar Association. Bookings may be 
arranged through AMA’s Film Library. It was shown 
for the first time Wednesday, June 5, during the 
AMA’s annual meeting in New York City. 


FOREIGN FILM PROGRAM 


The largest international medical film exhibition in 
history was staged by the American Medical Association 
during its annual meeting June 3-7 in New York City. 
Forty medical motion pictures, representing work by 
medical scientists from a dozen foreign countries, were 
shown in the Barbizon Plaza Hotel theater. 

Two unusual Japanese films were among those shown: 
(1) “A Study on the Intrauterine Selfmovement of 
the Early Human Fetus’—the first motion picture ever 
made of a living human fetus still in the mother’s 
womb, and (2) a 25-minute film entitled, “Structure 
and Function of the Middle Ear,” showing the actual 
operation of the human hearing mechanism, including 
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vibration of the tympanic membrane (a drumhead-like 
structure that takes sound from the air for transmission 
to the brain). 

Films from the following countries also were shown: 
France, Austria, West Germany, Argentina, Switzerland, 
Guatemala, Mexico, Canada, Italy, Brazil, and England. 

The exhibition was sponsored by Johnson and John- 
son, manufacturers of medical supplies, in co-operation 
with AMA’s Motion Pictures and Medical Television. 


USPHS LAUNCHES NATIONWIDE 
HEALTH SURVEY 


A new National Health Survey was instigated in 
May by the U. S. Public Health Service. A household 
interview survey was conducted in 330 sampling areas 
throughout the country. Legislation enacted during the 
last session of Congress authorized the Surgeon General 
of the USPHS to make surveys and special studies of 
the United States population to determine the extent 
of illness and disability and related information. 

The American Medical Association supported this 
legislation while cautioning that any survey in this area 
should be conducted in such a manner that all interested 
parties can agree substantially with its conclusions. 

Facts collected include statistics on the number, age, 
sex, and other personal characteristics of persons suffer- 
ing from diseases, injuries, or handicapping conditions; 
the length of time that these people have been pre- 
vented from carrying on their usual activities, and 
whether or not the conditions have had medical atten- 
tion. The last survey of this nature was conducted 
twenty years ago. 

The Council also announced that the household inter- 
view phase of the survey is to be a continuing study for 
an indefinite period of time. Field work will be handled 
by the Bureau of the Census for the USPHS, following 
primary sampling units already established in counties, 
parts of counties, combinations of counties, or metro- 
politan areas. At least one sampling unit is located in 


every state. 





MSMS ANNUAL MEETING 


September 25-26-27, 1957 


Civic Auditorium, Pantlind Hotel, 


Grand Rapids 


Make Your Hotel Reservation Now 














Sterane’ 


brand of prednisolone 


Most active corticojd; minimal disturbance of electrolyte bal- 
ance. White, scored 5 mg. tablets (bottles of 20 and 100) and 


pink, scored 1 mg. tablets (bottles of 100). 
PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc. Brooklyn 6, New York 
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Steroid-Nutritional Therapy 
ls Constructive Approach for the 
First Signs of Aging 





Emphasis on Early Treatment Before “Damage” Is Done 





The first subtle suggestions of physiologic de- 
terioration should not be dismissed if serious 
somatic and metabolic disorders are to be 
avoided. Prompt institution of steroid-nutri- 
tional therapy may forestall and even reverse 
premature “damage” and help prolong the ac- 
tive life of the patient. 


Some of the most common symptoms of de- 
clining gonadal function and nutritional insufh- 
ciency are vague pains in the bones and joints, 
easy fatigability, decreased muscular tone, loss 
of appetite, chronic mental fatigue and general 
malaise. In older patients, these complaints are 
frequently indicative of degenerative processes 
when they cannot be attributed to a specific 
cause. 


The comprehensive formula of “Mediatric” 
is specifically designed to provide three thera- 
peutic services: 1. protect general metabolic 
integrity; 2. preserve physiologic efficiency; 3. 
prevent premature damage. 


“Mediatric” supplies estrogen and androgen 
in small amounts to exert a favorable influence 
on bone and protein metabolism,’ restore mus- 
cle tone and coordination,’ and increase the ten- 
sile strength of the skin.’ The two steroids ap- 
pear to have an additive metabolic effect, while 
their opposing action on sex-linked tissue min- 
imizes the incidence of untoward reactions. 


Dietary supplements, including essential B 
vitamins and ascorbic acid, ensure adequate 
nutrition, prevent moderate anemias, and main- 
tain efficient enzyme systems. The mood elevat- 
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ing effect of a mild antidepressant helps restore 
emotional stability and increases mental alert- 
ness. 


Recommended dosages: Male —1 tablet or 1 
capsule (or 3 teaspoonfuls) daily, or as re- 
quired. Female — | tablet or 1 capsule (or 3 
teaspoonfuls) daily, or as required, taken in 
21 day courses with a rest period of one week 
between courses. 


Bibliography on request. 


“Mepiatric’’® Tablets and Capsules 

Each capsule or tablet contains: 
Conjugated estrogens equine 

(“Premarin’’® ) 
Methyltestosterone 
Vitamin C (ascorbic acid) ........+2++---+200 
Thiamine mononitrate (B,) ............. 5.0 mg. 
Vitamin B,» with intrinsic 

factor concentrate otce wna kee Danes mee 
Peli CUE GUE 6 Si aw dekeces ceaeer 0.33 mg. 
PeenGiee MRTNS) CNMNB So 5 aie Bee 6d aaa < 60.0 mg. 
Brewers’ yeast (specially processed ) 
d-Desoxyephedrine HCl 
Tablets—No. 752—bottles of 100 and 1,000. 
Capsules—No. 252—bottles of 30, 100, and 1,000. 


*““Mepratric”’ Liquid 

Each 15 ce. (3 teaspoonfuls) contains: 
Conjugated estrogens equine 

(“Premarin”® ) 
Methyltestosterone 
Thiamine HCl (B,) 
VROEE Wie i ieecicnnssocebenue semua 1.5 meg. 
Fale: ah. The tats y nies ods Maks oh OO 0.33 mg. 
d-Desoxyephedrine HCl 

Contains 15% alcohol 

No. 910—bottles of 16 fluidounces and 1 gallon. 


AYERST LABORATORIES 
New York, N. Y. « Montreal, Canada 


Say you saw it in the Journal of the Michigan State Medical Society 











“MEDIATRIC?” will promote better health and wigor 
when the patient complains of . . . easy fatigability . . . vague 


pains in the bones and joints 


These symptoms may be the first signs of degenerative changes in patients 
over 40. ‘‘Mediatric” supplies small doses of estrogen and androgen, important 
dietary supplements and a mild antidepressant to forestall or even correct the 


“damage” of premature aging. 


‘‘Mediatric’s— steroid-nutritional compound, available in tablets, capsules 


and liquid. 


Ayerst Laboratories « New York, N. Y. e Montreal, Canada 











Postpartum breast engorgement was satisfactorily prevented in 96 per cent of a series of 
267 patients who received “Premarin” with Methyltestosterone promptly after delivery. 
No serious side effects were noted, and the absence of mental depression in the puer- 


perium was notable. (Fiskio, P.W.: GP 11:70 (May) 1955 


“PREMARIN” witH METHYLTESTOSTERONE 
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highly effective—clinically proved 


sigmamycin 


OLEANDOMYCIN TETRACYCLINE 


provides added certainty in antibiotic therapy particularly for 
that 90% of the patient population treated in home or office... 


Multi-spectrum synergistically strengthened 
SIGMAMYCIN provides the antimicrobial spectrum of 
tetracycline extended and potentiated with oleandomy- 
cin to include even those strains of staphylococci and 
certain other pathogens resistant to other antibiotics. 


Supplied: SIGMAMYCIN CAPSULES—250 mg. (oleandomycin 83 mg., 
tetracycline 167 mg.), bottles of 16 and 100; 100 mg. (oleandomy- 


cin 33 mg., tetracycline 67 mg.), bottles of 25 and 100. Siemamycin 
FOR ORAL SUSPENSION—1.5 Gm., 125 mg. per 5 cc. teaspoonful 
(oleandomycin 42 mg., tetracycline 83 mg.), mint flavored, bottles 
of 2 oz. *Trademark 


o 
(Pfizer Prizer LaBoraTories, Brooklyn 6, N. Y. 


ie a Division, Chas. Pfizer & Co., Inc. 
World leader in antibiotic development and production 
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MEDICAL EDUCATION WEEK 


The second annual Medical Education Week, 
April 21-27, went off with a bigger bang than 
last year because of increased activity on the part 
of county medical societies throughout the State. 

Press clippings flowing into the MSMS head- 
quarters show a significant number of society- 
sponsored hospital “open house” programs tied in 
with one or more press releases pointing out the 
local benefits accruing from the broad medical edu- 
cation activity of Michigan’s medical schools. 

To co-ordinate the state-wide program, MSMS 
met with representatives of University of Michi- 
gan Medical School and Wayne State University 
College of Medicine. Each agreed to promote 
certain aspects of medical education, thus pre- 
venting duplication of press material. 

MSMS arranged for Governor Williams to pro- 
claim the April 21-27 week as Medical Education 
Week which resulted in an Associated Press dis- 
patch saluting expanded facilities and service. In 
state-wide releases to all newspapers, radio and 
TV stations, MSMS used the theme that “To- 
morrow’s picture of health depends on the quality 
of medical education of today” and outlined the 
modern “triple play against disease” with the team 
composed of the medical profession, the medical 
schools and the allied medical groups. 

Subsequent releases stressed the record number 
of beginning medical students and the continuing 
increase in the number of medical schools in the 
nation. 


DOCTORS VISIT LEGISLATORS 
IN LANSING 


County medical society representatives indicated 
their interest in the affairs of state by visiting leg- 
islators in Michigan’s Capital City. 

The program, begun in January, continued 
through the legislative session, which closed May 
24. 

By attending the legislative sessions with MSMS 
staff members, the doctors had an opportunity to 
impart the medical profession’s views on over-all 
health questions to their elected representatives. 

County societies participating included Gene- 
see, Gratiot-Isabella-Clare, Macomb, Washtenaw 
and Wayne. 


NEW FILMS AVAILABLE 


“The Doctor Defendant” is the title of the 
second film in the AMA “Medicine and the Law” 
series which will be available for medical! society 
showings beginning July 1. The thirty-four- 
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minute motion picture deals with prevention of 
professional liability action. 

The new film is a companion to “The Medical 
Witness”—first in the series. Both productions 
are presented in co-operation with the American 
Bar Association. 

“The Doctor Defendant” dramatically presents 
four case reports of situations which resulted in 
claims against physicians. In reviewing these al- 
leged professional liability cases it also demon- 
strates how a county medical society’s review com- 
mittee functions. 

Advance booking dates may be arranged by 
writing the AMA Film Library or MSMS. 


* * * 


A new film, “Glaucoma, What the General 
Practitioner Should Know,” is now available for 
showing before county medical societies and spe- 
cialized audiences. The film is presented by the 
National Society for the Prevention of Blindness 
and is available from them direct or through the 
MSMS Public Relations Library (606 Townsend 
Street, Lansing, Michigan), without charge. 

The motion picture explains the mechanism of 
glaucoma, symptoms aiding in diagnosis and an 
explanation of the rationale of treatment. It is 
a 16-mm sound film in color which takes twenty- 
two minutes to show. 


REGISTERED M.D.’S 


The number of physicians registered in the American 
Medical Association Directory for 1956 is 218,061 (U.S. 
and Canada), plus 1,791 (U.S. dependencies), a total of 
219,852. This includes graduates of Canadian and for- 
eign schools. 

In the past eighteen years, the United States schools 
have graduated 110,288—almost exactly half those listed, 
if graduates from foreign schools and Canada, whose 
number is not available, are disregarded. 

More than half of our doctors have entered the prac- 
tice of medicine since prepayment was an established 
fact. Over 7,000 foreign graduates are serving as in- 
ternes and house physicians in the United States. 


NUMBER OF M.D. APPLICANTS 


In 1955-56, Michigan had 4.1 entering freshmen med- 
ical students per 100,000 population as compared to 
4.6 for the nation—one-half a student short. The Uni- 
versity of Michigan accepted 201 freshmen students out 
of 600 applications, but those applicants had filed 2,084 
applications. Wayne State University accepted 71 out 
of 324 who had filed 1,058 applications. The whole 
United States accepted 7,602 freshmen from 54,101 
applicants who filed over 70,000 all told. 

—AMA Council on Medical Education 
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a General Electric product 
in step with your progress 


PATRICIAN / 


Low-cost way to multiply 
your professional efficiency 
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® Your dia 


Y ES, the broad diagnostic versatility that is 
yours with. the G-E Patrician opens new 
possibilities for your practice. Now, at a price 
competitive with low-power, limited-range 
apparatus, you can get comprehensive radio- 
graphic and fluoroscopic facilities — 200-ma, 
100-kvp, full-wave power. 


Consider these three possibilities: 


® You want to add x-ray service for your patients 
but have been deterred by the capital outlay you 
thonaght was required for modern apparatus, 


@ Your patient load has swamped your present 
x-ray machine, but not to an extent that justifies 
a large added investment. 


Progress /s Our Most Important Product 


GENERAL @@ ELECTRIC 


Direct Factory Branches: 


ses are handicapped by a slow, in- 
flexible, under-powered unit. 

If your situation parallels one of these three, 
it will pay you to get the complete story on the 
Patrician. Use this coupon or ask your G-F x-ray 
representative, who can also give 
you the facts on General Elec- 
tric’s convenient financing plans. 


POSS SSHSOSSRSSSSSS0S88 
X-RAY DEPARTMENT 

GENERAL ELECTRIC CO. 
Milwaukee 1, Wis. 

[] Send your 16-page PATRICIAN bulletin. 
[] Facts about deferred payment. 

(1) MAXISERVICE® rental pian. 
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Resident Representatives: 
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DETROIT—18801 W. 7-Mile Road 
MILWAUKEE—547 N. 16th St. 
DULUTH—$928 East 2nd St. 


FLINT—E. F. Patton, 1202 Milbourne 
E. GRAND RAPIDS—J. E. Tipping, 1044 Keneberry 
Way, S.E. 
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Each Multiple Compressed Tablet of Mepro.one 
provides the inseparable antiarthritic, antirheumatic 
benefits of: 

1. Prednisolone buffered—the newest and most po- 
tent of the “predni-steroids” for prompt relief of 
joint pain and arrest of the destructive inflammatory 
process. 

2. Meprobamate—the newest and safest of the 
muscle-relaxant tranquilizers for profound relaxa- 
tion of skeletal muscle in spasm. 

Tolerance to this combination is good because there 
is little likelihood of sodium retention, potassium 
depletion or gastric distress with buffered predniso- 
lone, and meprobamate rarely produces significant 
side effects in therapeutic dosage. 

An additional important therapeutic benefit, often 
overlooked, stems from the tranquilizing action of 
meprobamate. This component of MEPROLONE re- 
lieves mental tension and anxiety so often manifest 
in arthritics, making them more amenable to other 
rehabilitation measures. 


INDICATIONS: A wide variety of conditions, in which 
four symptoms predominate: a) inflammation 4) muscle 
spasm ¢) anxiety and tension @) discomfort and disability; 
i.e., rheumatoid arthritis, rheumatoid spondylitis (Marie- 
Striimpell disease), Still’s disease, psoriatic arthritis, osteo- 


Therapeutic benefits of MEPROLONE compared with traditional 


suppresses 
relieves | inflam- relaxes 
pain mation muscle 


eases sense of 
anxiety | well-being 


Salicylates 


Tranquilizers 
Sterolds 
MEPROLONE 


1. Meprobamate is the only tranquilizer with 
muscle-relaxant 


arthritis, bursitis, synovitis, tenosynovitis, myositis, fibro- 
sitis, fibromyositis, neuritis, acute and chronic low back" 
pain, acute and chronic primary and secondary fibrositis 
and torticollis, intractable asthma, respiratory allergies, 
allergic and inflammatory eye and skin disorders (as main- 
tenance therapy in disseminated lupus erythematosus, 
periarteritis nodosa, dermatomyositis and scleroderma). 


SUPPLIED: Multiple Compressed Tablets in bottles of 
100 in two formulas as follows: Merrotone-1—1.0 mg. 
of prednisolone, 200 mg. of meprobamate and 200 mg. of 
dried aluminum hydroxide gel. Meprotone-2— provides 
2.0 mg. of prednisolone in the same formula, 


TMSMS 
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NO OTHER 
ANTIRHEUMATIC 
PRODUCT 
PROVIDES AS MANY 


BENEFITS AS 


LONE 


MEPRO | BAMATE 
PREDNISO|LONE, buffered 


THE ONLY 


ANTIRHEU MATIC, 
ANTIARTHRITIC 


THAT SIMULTANEOUSLY 





RELIEVES: 

1.MUSCLE SPASM 
2.JSOINT INFLAMMATION 
3.ANXIETY AND TENSION 


4.DISCOMFORT 


AND DISABILITY 
me mo) 
w back” 


brositis MERCK SHARP & DOHME 
llergies, 
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1atosus, 
derma). 


DIVISION OF MERCK @ CO., Inc. PHILADELPHIA f, PA. 


ttles of 
1.0 mg. 


) mg. of 
rovides MEPROLONE is che erade-mark of Merck & Ca, Ine. 
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Traumatic periarticular fibrositis is a com- 
mon penalty for those who go beyond their 
physical capacity. Early and adequate therapy 
with SIGMAGEN prevents the development of 
ligamentous calcification, periarthritis and 


its painful, sometimes irreversible, results. 
SIGMAGEN provides doubly protective corti- 
coid-salicylate therapy —a combination of 
METICORTEN® (prednisone) and acetylsalicylic 
acid providing additive antirheumatic benefits 
as well as rapid analgesic effect. These benefits 
are supported by aluminum hydroxide to coun- 
teract excess gastric acidity and by ascorbic 
acid, the vitamin closely linked to adrenocorti- 
cal function, to help meet the increased need 
for this vitamin during stress situations. 





Therapy should be individualized. Acute con- 
ditions: 2 or 3 tablets 4 times daily. Follow- 
ing desired response, gradually reduce daily 
dosage and discontinue. Subacute or chronic 
conditions: Initially as above. After satisfac- 
tory control is obtained, gradually reduce the 
daily dosage to minimum effective mainte- 
nance level. For best results administer after 
meals and at bedtime. 


Precautions: Because SIGMAGEN contains prednisone, the 
same precautions and contraindications observed with this steroid 
_apply also to the use of SIGMAGEN. 00-s-489 


for patients who go beyond their 
physical capacity...protective cor- 
ticoid-salicylate therapy 


corticoid-analgesic compound tablets 


Prednisone..................0.75 mg. Aluminum hydroxide....75 mg, 
Acetylsalicylic acid......325 mg. Ascorbic acid... 20 mg. 


Selaig 





NEW (SD) ASSORTED PAK 


with wider variety...more “freshness protection” 


ertee, ettee oette, 
oh ag . «* *e e? .. 
o . * 
. >. 


* 0a * : 


* ° ZIP-TAB # a 
1-OUNCE ; > HIGH PROTEIN : 


. 
bd oS 
. * x 
%. * 
eeee 


PABLUM 


+ RE-SEALABLE “, 
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PABLUM IS THE ONLY 1-02 ‘ YOU know the im- 
baby cereal package with the convenient =~ portance of variety in 
pour spout. , gy" Baby’s diet. Here’s 

All flavors in this Assorted Pak are ‘hk another Pablum im- 
made to Pablum’s high pharmaceutical . a provement to help 


: wwe O make the mother’s 
standards, prepared with that smooth i feeding job a little 
texture Baby loves. prasreic 


RE-SEALABLE POUR SPOUT 
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Functional and Organic Control 







of 


Gasrro-Intestinal 
Irritability and Tension 


MONODRAL 


‘y’ “it MEBARAL 


ee 2 


TABLETS 
Potent ANTISECRETORY » ANTICHOLINERGIC + SEDATIVE 


elagmiels)(-smaeliielliit 


Monodral bromide 5 mg. 
Mebaral 32 mg. 


DY-VeY-atole]o](-Maelilicel Meum ing \-1cc(ele lib melile Mind X10 
motility. Soasmolysis. Prompt and prolonged 


pain relief. Tranquillity without drowsiness. 





Peptic ulcer, 1 or 2 tablets three or four times 
ro feTi am @lin-lme leiicemiilicciililel mel elge-1e em IR e] od (21) 


three or four times daily. 


Bottles of 100 tablets. 


Monodral (brand of penthienate 
and Mebaral (brand of mephobarbital 


trademarks reg. U.S. Pat. Off 

















Inhibition of 

vagus nerve by 
MONODRAL with 
MEBARAL results in 
reduction of acidity 
and hypermotility 


Protective coating and mild 
astringent effect of CREAMALIN 
promote healing of peptic ulcer. 


CREAMALIN 
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VR og cite 


unique derivative of Rauwolfia canescens 


Farmonyl 


(Deserpidine, Abbott) 


therapy 





More than two years of clinical evaluation 
have proven Harmony! a notably safe and 
effective agent in cases ranging from mild 
anxiety to major mental illnesses and in 
hypertension. Harmony] exhibited signifi- 
cantly fewer and milder side effects in com- 
parative studies with reserpine— while 
demonstrating effectiveness comparable to 
the most potent forms of rauwolfia. 


Safety—plus marked clinical effectiveness 
Harmony] proved particularly effective, for 
example, in tranquilizing a group of 40 
chronically ill, agitated senile patients.' 


Of particular interest is the observation 
that patients became more lucid and alert 
on Harmony! therapy. And there was a 
complete absence of side effects with 
Harmonyl—although a similar group on 
reserpine developed such side effects as 
anorexia, headache, bizarre dreams, shakes, 


nausea and \ 


Following another eight-month study of 
chronic, hospitalized mental patients, 
Ferguson? stated: 


e Harmony! benefited at least 15% more 
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sntroduces a new degree of safety in 
major tranquilizing—-antihypertensive 


Most significant: In extensive trials, 

physical depression. And there are very 
few reports 
many other rauwolfia preparations. 


the lethargy seen with 





overactive patients and proved more 
potent in controlling aggression—requir- 
ing only one-half to two-thirds the 
dosage of reserpine. 


e Patients experiencing side reactions on 
reserpine often were completely relieved 
when changed to Harmony]. 


Ferguson concluded: ‘‘The most notable 
impressions were the absence of side effects 
and relatively rapid onset of action with 
Harmonyl.”’ 


Comparative studies have shown Harmony] 
and reserpine about equal in hypotensive 
effect. The tranquilizing action of the two 
drugs also appeared similar—except that 
few cases of giddiness, vertigo, sense of de- 
tached existence or disturbed sleep were 
seen with Harmony]. 


Professional literature is available upon 
request. Harmony] is supplied in 0.1-mg., 


0.25-mg., and 1-mg. tablets. Ob bott 


References: 1. Communication to Abbott Laboratories, 
1956. 2. Ferguson, J. T.: Comparison of Reserpine and 
Harmony] in Psychiatric Patients: A Preliminary Report, 
Journal Lancet, 76:389, December, 1956. *Trademark 
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AMEF 


Do you know what the letters AMEF stand 

| for? Every doctor of medicine should realize 

| what the American Medical Education Founda- 
tion stands for. We should know that this foun- 

| dation is an effort on the part of the doctors of 

| this nation to support medical education and re- 

| search. We should know that if we contribute two 
million dollars, the industries of this country will 
contribute eight million. 











































We should know there are eighty-three, full- 
time or part-time medical schools, which will 
benefit. 

We should know that the enrollment in our 
medical schools has increased by 7,042 since 1930 

| and that the graduates have risen from 4,565 to 
6,845 last year. 


Do you know your contribution can be ear- 
marked for the school of your choice and that it 
is tax deductible? One of our members contrib- 
uted $1,000 as a memorial to a son lost in the 
service. With the tax situation what it is, this 
splendid contribution cost him about $500.00 


We should know that only about 18 per cent 
of our membership are contributors. This foun- 
| dation will never flourish, or realize its purpose 


on such paucity. State, municipal and federal 
government now furnish 47.5 per cent of the basic 
Medical School operating budgets. Another 3 











ACETYLCARBROMAL TABLETS 


: ? | . . 
' Proved safe and effective by 6 years | per cent may give our government the right to 
clinical use. direct. It would appear that the control of medi- 
cal care and education is rapidly disappearing 
* Soothes the central nervous system, from the medical ranks. 


produces calmness without hypnosis. This splendid foundation should be supported 


¢ Non-toxic, non-cumulative, non-addict- by every Doctor of Medicine in the United States. 

If that statement is true, then our House of Dele- 

gates of Michigan should request our delegates 

* Does not impair mental or physical to the American Medical Association to intro- 

function 7 duce a resolution at the next meeting of the 
AMA House of Delegates. 


In the meantime, until a better way of sup- 
port can be devised, will you mark the first 
week in July to make your most necessary con- 


ing, no known contraindications. 


* Orally effective within 30 minutes for 
sustained action up to 6 hours. 


* Economical. | tribution? Please mail to American Medical Edu- 
cation Foundation, 535 N, Dearborn Street, Chi- 
Indications: Tension, nervousness, | cago, Illinois. 


anxiety and muscular spasm. 


Supplied: White round tablets 4 ie SRY, Be. F 


Acetylcarbromal 5 gr. in bottles Chairman, AMEF Committee for Michigan . 
of 100, 1000. 






Write for samples and literature 

Michigan is the largest State East of the Mississippi : 
River—96,720 square miles of which 57,022 square miles 
are land, 1,194 are inland waters, and 38,504 are Great 
Lakes waters. Michigan has the longest shore line of r 


MALLARD, INC. | any State. It also has 11,000 inland lakes, and 36,000 
3021 WABASH, DETROIT 16, MICHIGAN ne 





There's Always A Leader 
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DAABOAMA D&D Do 0% 


4 Woe aes 


Trasentine- 


integrated relief... 
mild sedation 
visceral spasmolysis 
mucosal analgesia 


CIBA 


Summit, N. J. 


VV VIVVVVVV YY YY YY" 


for a spastic — 


UV VEE VV VV EVV VY 3 


MOS 


TABLETS (yellow, coated), each containing 
50 mg. Trasentine® hydrochloride (adiphenine 
hydrochloride CIBA) and 20 mg. phenobarbital. 


2/2228 
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You and Your Business 





HOUSE OF DELEGATES PROCEEDINGS 


The Proceedings of the Special Session of the 
MSMS House of Delegates, held in Detroit, 
April 27, 1957, are included in this number of 
THE JourNnat. For important information on 
the status of prepaid medical care plans, see pages 


753-776. 


ANALYSIS OF 1957 MICHIGAN 
CLINICAL INSTITUTE ATTENDANCE 


Of the 1,654 doctors of medicine who attended 
the March, 1957, MCI in Detroit, 946 came from 
Detroit and Wayne County, the balance from 
outstate and outside of Michigan. After Detroit, 
Flint was next in line with an attendance of 
eighty; Ann Arbor was third with sixty-six; Lan- 
sing, fifty-three; Dearborn, thirty-nine; Pontiac, 
thirty-seven and Grand Rapids, twenty-eight. 
Seventy-three other Michigan cities sent two or 
more physicians to the Institute. Eighty-seven 
communities sent one doctor of medicine. 

Of the ninety-one “foreign” doctors, Canada 
sent thirty-seven and Ohio, twenty-three. Five 
came from California and one from Arizona! 

Attendance by specialties put the general prac- 
titioner in the lead with a total of 486, followed by 
231 surgeons and 216 internists. The obstetricians 
and pediatricians tied with ninety each. A total of 
238 residents and interns were present to attend 
their own conference, one of the many “side 
shows” of the annual Michigan Clinical Institute. 


INTERNATIONAL COLLEGE OF 
SURGEONS ANNOUNCES AWARDS 
IN OBSTETRICS AND GYNECOLOGY 


The Division of Obstetrics and Gynecology of 
the United States Section, International College of 
Surgeons, announced that two awards will be made 
for the best manuscripts not exceeding 5,000 words 
submitted by December 1, 1957. The first prize 
will be $500 and the second $300. 

Contestants must hold the degree of Doctor of 
Medicine from an accredited college of medicine, 
and (1) be interns, residents or graduate students 
in obstetrics and gynecology, or (2) be teachers 
of obstetrics and gynecology. Fellows of the Col- 
lege are not eligible. 

The two successful candidates will be asked to 
participate in the scientific program of the Divi- 
sion of Obstetrics and Gynecology at the 1958 an- 
nual congress of the United States and Canadian 
Sections, International College of Surgeons. 

Details of the contest and the forms in which 


692 


the manuscript must be submitted may be obtained 
by writing Dr. Harvey A. Gollin, secretary of the 
Committee on Prizes, 55 East Washington Street, 
Chicago 2, Illinois. 

“The purpose of this contest is to advance the 
art and science of obstetrics and gyncology, in 
accord with the principles of the International 
College of Surgeons and with the aims of the 
College to extend the frontiers and elevate the 
standards of all branches of surgery,’ Dr. Ray- 
mond J. Pieri of Syracuse, N. Y., chairman of the 
Committee on Prizes, said. 


WHAT'S IT WORTH TO YOU? 
What’s it worth to you? 


You are a member of a profession that for centuries 
has been considered a very privileged one. Why? Our 
profession is one of “Service.” 


This profession differs from the so-called ‘“Trade’”’ in 
that the latter is for profit first and foremost to the 
individual or the concern for which he labors, while the 
former is for the welfare of the patient first with profit 
as a secondary consideration. 


This concept practiced under the social order of free 
enterprise has been an American heritage handed to us 
to enjoy by our many colleagues who have practiced the 
profession before us. We must preserve it for the genera- 
tions who are to follow. 


In the late thirties and early forties when socialized 
medicine conceived by our government was about to 
change our way of life, our delegates in the Michigan 
State Medical Society came forward with the Blue 
Shield Program that preserved the doctor-patient rela- 
tionship. 


Today, we are threatened again, not by government 
but by the Community Health Association. The C.H.A. 
has already begun to function in the Eastern part of 
our State. C.H.A. feels that a greater scope of medical 
care can be given for less money to the subscriber than 
our own Blue Shield Program can offer. 


If this is true, then it is up to us to re-evaluate our 
program and do something about it. We must examine 
our own conscience first. Have some of us taken advan- 
tage of our Blue Shield Program? Have we been honest 
with our subscriber or at times have we made our bills 
higher than our own Blue Shield allowed and billed the 
patient an extra sum? 


Either we police ourselves and co-operate with what- 
ever program our State Medical Society adopts or else 
stand the chance of private interests taking over our 
profession. 


President Eisenhower not too long ago stated that 
“the price of peace comes high.” 


We may have to make concessions, we may have to 
accept lesser remuneration for our labors, but what’s it 
worth to you to keep the practice of, medicine a free 
enterprise?——-E. J. LaAuretti, M.D., in President’s Mes- 
sage, The Bulletin, Muskegon County Medical Society, 
March, 1957. 
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—new physiologic iron chelate for 





maximum | hematologic 
response-—avoids interruption of 


therapy | 





due to g.i. irritation 
=, Al 





—guards against iron 


RROLIP*--- 


ron Choline Citrate”) 











chelated iron for effectiveness 
plus ‘‘built-in’’ tolerance and safety 


TABLETS —3 tablets supply 120 mg. of iron DROPS—Each cc. provides 16 mg. of iron 
and 360 mg. of choline base. Adults: 1 or 2 and 48 mg. of choline base. M.D.R. for in- 
tablets t.id.: Children, 1 tablet t.i.d. fants and children up to 6 years is 0.5 cc. 


SYRUP—6 teaspoonfuls supply 120 mg. of Supplied: Tablets: Bottles of 100 and 1000; 
iron and 360 mg. of choline base. Adults: 2 Syrup: Pints and gallons; Drops: 30-cc. 
to 4 teaspoonfuls t.id.: Children, 2 tea- dropper bottles. 

spoonfuls t.i.d. 





for the clinical and 


experimental proof, write for ” 
complete literature FATON & COMPANY 


Decatur, Iilinois *U_S. Pat. 2,575,611 
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can you read this thermometer, 





doctor? 


Naturally not. Missing calibration makes it worthless. 


Equally useless and dangerous is a “quantitative” urine-sugar test that does not 
quantitate dependably, or omits readings in the critical range. 


Enzyme urine-sugar tests are sensitive and specific for glucose — excellent “yes” 
or “no” tests but undependable for quantitation. King and Hainline,’ after testing 
1,000 urine. *~ind an enzymatic urine-sugar test unable to distinguish in the 
important range between 12 per cent and 2 per cent or more of urinary glucose. 
Leonards,” in a report on 4,020 tests, revealed that “...in 502 out of 804 tests 
the wrong interpretation was made.” He concluded that enzymatic urine-sugar 
testing “...as a quantitative procedure is unsatisfactory and can lead to serious 
error in the interpretation of a patient’s clinical condition.’” 


Failure to recognize this limitation of enzyme tests may result in incorrect 
insulin dosage,? and may lead to diabetic complications. 


(1) King, J. W., and Hainline, A., Jr.: Commercial Glucose Oxidase Preparations for the Detection of 
Glucose in Urine, Cleveland Clin. Quart. 23:212, 1956. (2) Leonards, J. R.: Evaluation of Enzyme Tests 
for Urinary Glucose, J.A.M.A. 163:260 (Jan. 26) 1957. 


reliable readings throughout the critical range— 
does not omit 34% (++) and 1% (+++) 


a 15 year “standard” in urine-sugar testing 


(sy AMES COMPANY, INC « ELKHART, INDIANA - Ames Company of Canada, Ltd., Toronto 
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control anxiety 


in Arthritis, Asthma, Allergic Dermatoses 





Ataraxoid 5.7 





A new 


therapeutic approach 


with inherent safety 


in PRURITUS ANI 


HYDROLAMINS 


TOPICAL AMINO ACID THERAPY 


Unique physiologic barrier—topical amino acids— 
brings rapid relief (98%') and complete healing (88%') 


‘*...the objectives of therapy in pruritus ani can be listed 
under 3 headings: 


(1) relieve itching: {Hydrolamins produced immediate relief 
of intractable itching in 98% of patients. The anti- 
pruritic effect of one application lasts about twenty-four 
hours."] 


(2) accelerate healing, [Hydrolamins rapidly and com- 
pletely healed reddened, fissured, macerated and ridged 
perianal lesions in 88% of cases."] 


(3) allow natural healing without trauma due to physical, 
chemical, allergic, or microbiologic agents.”? [The 
amino acids of Hydrolamins promote safe, natural heal- 
ing while the ointment protects the perianal area from 
irritation."] 

Due to the rapidity of action of Hydrolamins, it is believed that protein-precipitating 
irritants, responsible for the pruritus, are neutralized. Hydrolamins also forms a 
biochemical barrier against further irritation. 


SUPPLIED: In 1 oz. and 2.5 oz. tubes. 


Pharmaceutical Company, Chicago 14, Illinois 


1. Bodkin, L.G., and Ferguson, E.A., Jr.: Successful Ointment Therapy for Pruritus Ani, Am. J. Digest. Dis. 
18:59 (Feb.) 1951. 


2. Fromer, J.L.: Dermatologic Concepts and Management of Pruritus Ani, Am, J. Surg. 90: 805 (Nov.) 1955. 
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reLaXeS 
oth mind 
and 


| and tension in 
ll l 5 ( t everyday practice 


= well suited for prolonged therapy 


for anxiety 





w well tolerated, relatively nontoxic 
# no blood dyscrasias, liver toxicity, Parkinson-like syndrome or nasal stuffiness 
= chemically unrelated to phenothiazine compounds and rauwolfia derivatives 


m orally effective within 30 minutes for a period of 6 hours 


For treatment of anxlety and tension states and muscle spasm 


Miltown 


2-methyl-2-n-propyl-1,3-propanediol dicarbamate—U. S. Patent 2,724,720 


Tranquilizer with muscle-relaxant action 
DISCOVERED AND INTRODUCED 
BY WwW) WALLACE LABORATORIES, New Brunswick, N. J. 


SUPPLIED: (Bottles 50 tablets) 
400 mg. scored tablets 
200 mg. sugar-coated tablets 


USUAL DOSAGE: One or two 400 mg. tablets t.i.d. 
Literature and Samples Available on Request 


THE MILTOWN® 
MEPROBAMATE MOLECULE 





“The primary finding of these studies is that 
meprobamate [‘Miltown’] alone... produces 
no behavioral toxicity in our subjects as 
measured by our tests of driving, steadiness 
and vision.” 

Marquis, D. G., Kelly, E. L., Miller, J. G., 


Gerard, R. W.and Rapoport, A.: Ann. 
New York Acad. Sc. 67:701, May 6, 1957. 


Relaxes “Since it [meprobamate—‘Miltown’] does 


not cloud consciousness or lessen intellectual 
> eee capacity, it can be used . . . even by those 

without ImMmpalring busily occupied in intellectual work.” 

Keyes, B. L.: Pennsylvania M. J. 60:177, 


mental ern 


“... the patient never describes himself as 


or physical feeling detached or ‘insulated’ by the drug 
e 


[‘Miltown’]. He remains completely in 
> control of his faculties, both mental and 
efficiency physical...” 


Sokoloff, O. J.: A.M.A. Arch. Dermat. & Syph. 
’ > ‘40 74:393, Oct. 1956. 
... well suited SRAGES, Ok. 108 


. “It [‘Miltown’] . . . does not cloud the 
J 01 sensorium, and has a helpful somnifacient 


p rolonged therapy effect devoid of ‘hangover’. 
Kessler, L. N. and Barnard, R. D.: M. Times 
84:431, April 1956. 





“In anxiety and tension states, meprobamate 
relaxes without dulling cortical function 
to the same extent as the commonly-used 
barbiturates.” 

Rindskopf, W., Ravreby, M., Gutenkauf, C. 


and Sands, S. L.: J. Iowa M. Soc. 47:57, 
Feb. 1957. - 


* nf 
WALLACE 
1 LABORATORIES 


2-methyl-2-n-propyl-1, 3-propanediol dicarbamate—U.S. Patent 2,724,720 


TRANQUILIZER WITH MUSCLE-RELAXANT ACTION SUPPLIED: 400 mg. scored tablets 
200 mg. sugar-coated tablets 
USUAL DOSAGE: One or two 400 mg. tablets t.i.d. 


Literature and samples available on request 


) WALLACE LABORATORIES, New Brunswick, N. J. 
A. 








bive me two good reasons 


e =). re 
why Buttermilk is a dietary food! 


LOW CALORIES, HIGH ESSENTIAL NUTRITION 


One glass, or '/, pint, of plain Buttermilk it contains only 
87 calories; a whole quart, only 350. Yet uncreamed buttermilk con- 
tains all of whole milk's complete proteins, B vitamins, and minerals. 
One good dietary reason! 


BENEFICIAL BACTERIAL-ENZYME ACTION 


For many years Buttermilk has been prescribed as an aid in promoting 
healthful bacterial balance in the digestive tract, especially the lower 
tract. Second good dietary reason! 


and Borden's is extra good 


Buttermilk! 


Making buttermilk sounds simple, but certainly isn't 
simple at all! Borden's Buttermilk has a deserved repu- 
tation for fresh, sweet wholesome flavor. 


82 Fordens 


MICHIGAN MILK DIVISION 
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A stands for— 


Acuromycin V Capsules are the new, rapid- 


acting, oral form of AcuromyciN* Tetracycline—offering 


your patients, on the average, twice the antibiotic 


absorption in half the time required by older preparations. 
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ACHROMYCIN’* V 


ACHROMYCIN V 
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HERE Is 
A COMPLETELY 


SANBORN 


electrocardiograph 


$6 2500 


VERE 


«+. the eighteen pound, transistorized model 


For the clinical accuracy your heart 
practice demands... and a degree of port- 
ability never before approached in the field 
of ’cardiography...this new Sanborn in- 
strument offers a truly remarkable answer. 

In the VISETTE you will find outstand- 
ing Sanborn quality and performance, 
achieved through the latest electronic 
techniques and the most modern princi- 
ples of instrumentation. Tiny transistors 
largely replace bulky vacuum tubes... 
entire circuits are contained in plug-in 
printed wiring panels no larger than a 
playing card ... ‘cardiograms are clearly 
traced on chart paper in a new, convenient 
width. Innovations such as these have also 
made possible economies in production, 
reflected in the comparably lower price 
of the new 300 VISETTE. 

Every design feature, every component 
in this modern instrument, serves a single 
purpose: clinically accurate ’cardiograms 
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with the greatest possible convenience. The 
“Sanborn man” in or near your city can 
provide complete details, and a demon- 
stration in your office if you wish. And 
of course you may try a VISETTE (as 
you can other Sanborn instruments) — 
before buying, without cost or obligation. 

To those who already own the famous 
Model 51 Viso-Cardiette, the new 
VISETTE can be an invaluable “com- 
panion” ECG — especially suited to use 
outside the office, or in hospital wards. 
Or, for those who prefer a larger instru- 
ment, using conventional 6 cm. width 
recording paper, the “51” is still available 
at $785 delivered. 


S AN BORN 
COMPAN Y 
WALTHAM 54, MASS. 


Detroit Branch Office 


13136 Puritan Ave., University 4-6336, 4-6337 


300\/ISETTE 


JIMSMS 





GHYDELTRA-Tea. 


(Prednisolone tertiary-butylocetate, Merck) 


for relief that lasts —longer 


in TENOSYNOVITIS— 
often frees 
“locked” 
tendons 
without 
nkerexe| 
for surgery 





ow yy mage agg 
ee i . dose 
Anti-inflammatory pen ursal OF sort tissue 
. f . ges from 20 to 30 mg. depend- 
Mlk Racal 66 days—37.$ mg.) q ? ing on location and extent of 
effect lasts longer 


pathology. 
than that provided /MMeuuuton |(8 days—20 me.) See = Seeled: Suspension “wyoetraa’- 


T.B.A.—20 mg./cc. of predniso- 
lone tertiary-butylacetate, in 


by any other “oe 
steroid ester nee _ Ul2een-D ae) 


. 2:28 6 @.e-2. 2: 6 1G 1" AE 2 1% pave - — 
DIVISION OF MERCK ACO., INC. 
PHILADELPHIA ft. PA. 
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for faster and higher 


initial tetracycline blood levels 


now...the new phosphate complex of tetracycline 





UNM YCIN 


Squibb Tetracycline Phosphate Complex 


the broad clinical spectrum of SUMYCIN against pathogenic organisms 


Richettsias 


SQUIBB 


SUMYCIN’ 1S A SQUIBB TRADEMARK 


Gram Negative Bacteria Gram Positive Bacteria 


. Endamoeda 
Spirochetes histolyics | Actinomyces 


SUMYCIN 
the new phosphate complex of tetracycline 


SUMYCIN 
a single antibacterial antibiotic 


SUMYCIN 
a well tolerated antibiotic 


SUMYCIN 
a true broad spectrum antibiotic 


Minimum adult dose: 1 capsule q.i.d. 

Each Sumycin capsule contains the equivalent 
of 250 mg. tetracycline hydrochloride. 

Botties of 16 and 100. 


Squibb Quality —the Priceless Ingredient 
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My patients complain that 
the pain tablets I prescribe 
are too slow-acting... 

they usually take about 

80 to 40 minutes to work. 


Why don’t you try 

the new codeine derivative that’s 
combined with APC for faster, 
longer-lasting pain relief? 


CLINICAL What is it... 
COLLOQUY 


how fast does it act? 


It’s Percodan*—relieves pain 
in 5 to 15 minutes, 

with a single dose 

lasting 6 hours or longer. 


How about side effects? 


No problem. For example, 
the incidence of constipation 
with Percodan’ is rare. 


Sounds worth trying — 
what’s the average adult dose? 


One tablet every 6 hours. 
That’s all. 


Where can I get 
literature on Percodan? 


Just ask your Endo detailman 
or write to: 


Endo 


ENDO LABORATORIES 
Richmond Hill 18, New York 














*U. S. Pat. 2,628,185. PERCODAN contains salts of dihydrohydroxycodeinone and 
homatropine, plus APC. May be habit-forming. Available through all pharmacies. 
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NSITIZE 


LYSPORIN 


brand 


POLYMYXIN B-BACITRACIN OINTMENT 


For topical use: in % oz. and 1 oz. tubes. 


For ophthalmic use: in % oz. tubes. 


Br BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, N. ¥, 
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MILLIONS OF 
ASTHMATIC ATTACKS 


have been aborted faster...more effectively... 


more economically with 


Automatically measured dosage 
and true nebulization...nothing 
to pour or measure...One in- 
halation usually gives prompt 


relief of acute or recurring 





asthmatic attacks. 
Medihaler-Epi replaces in- 
jected epinephrine in urticaria, 
edema of glottis, etc. due to 
acute food, drug or pollen re- 
actions...Each 10 cc. bottle 


SLIPS INTO POCKET delivers 200 inhalations. 
FOR CHILDREN, TOO OR PURSE 





IN ASTHMA PRESCRIBE EITHER 
Medihaler-EPI* Riker brand epinephrine Medihaler-ISO® Riker brand isoproterenol 


U.S.P. 0.5% solution in inert, nontoxic aerosol HC! 0.25% solution in inert, nontoxic aerosol 
vehicle. Each measured dose 0.12 mg. epinephrine. vehicle. Each measured dose 0.06 mg. isoproterenol. 
In 10 cc. bottle with measured-dose valve. In 10 cc. bottle with measured-dose valve. 





Note: First prescription for Medihaler medications should include the desired 
medication and Medihaler Oral Adapter (supplied with pocket-sized plastic 
carrying case for medication and Adapter). 


The Medihaler Principle 


is also available in Medihaler-Nitro™ (octyl nitrite) for the rapid relief of angina pectoris 
.--and Medihaler-Phen™ (phenylephrine-hydrocortisone-neomycin) for lasting, effective 


relief of nasal congestion. (a 
Ai ker) LOS ANGELES 
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WELL, SIR, 
; LIKE | ALWAYS SAY: 
iVE GOT A DEAL WITH THE 
pocrTor. HE DOESNT cut 
HAIR, | DONT PRACTICE 
MEDICINE. J 
Mec 
JOE...KNOW 
ANY SURE CURE FOR 
THIS CHEST PAIN 
OF MINE ? 





— some mighty shrewd wisdom in what in the hope that you'll run into somebody who will By secing your doctor at the first sign of trouble, 


Joe says. But human nature being what it is, 
far too many of us still seek medical advice from 
those who aren't qualified to give it. 


No matter what's bothering you , . . constant 
fatigue, nerves on edge, recurring aches and pains 


... it is never wise to stay away from your doctor 


PARKE, DAVIS & COMPANY 


know “just what's best” for your trouble. In fact, it’s 
often dangerous to accept an amateur’s “sure cure.’ 


Seek a friend’s advice, if you wish, on almost 
any other problem. But when it comes to your 
health, and that of your family, by all means 
don't let anyone other than a physician advise you. 


you will not only avoid the hazards of amateur 
medical advice, but chances are you will save time 
and money in the long run. In fact, prompt and 
proper medical care may well turn out to be one 
of the biggest bargains ever to come your way 


Copyright’ 1957—Parke, Davis & Company Detroit 32, Michigan 


Working with your physician, your pharmacist 


and 


your hospital to make me dern medical care one 


of the most rewarding investments of your life, 


MAKERS OF MEDICINES SINCE 1866 
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“Joe, the barber” speaks up again... 


You’ve met Joe before, doctor—in the 1956 Parke-Davis series of 
public service messages. And thanks to your warm reception of that 
advertisement last year . . . so enthusiastically expressed in your 
letters to us . . . we’re featuring “Joe” again—this time in eye- 
catching color.* 


You'll remember Joe’s words of wisdom about seeking pro- 
fessional medical advice from the doctor rather than from the 
“amateur.”’ His remark points up the fact that, by consulting you 
at the first sign of trouble, your patients will save time and money 
in the long run. . . perhaps even their lives. 


Like all ads in the colorful P-D series, we believe this latest 
message will give your patients and prospective patients a better 
understanding of the importance of prompt and proper medical care. 


PARKE, DAVIS & COMPANY 
Detroit 32, Michigan 


tk This advertisement appears in the June 17th issue of Life: circulation more 
than 5% million; total readership, over 15 million. 
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AN D EXTENSIVE This remarkable safety record stands un- 

paralleled in systemic antibiotic therapy 

CLINICAL USE today. In addition to being an unusually 

well-tolerated drug... ERYTHROCIN (com- 

(MILLIONS OF pared to most other commonly-used anti- 
PRESC RI PTIONS) biotics) is virtually free of side effects. 


Still, with this virtual freedom from tox- 


THERE HAS NOT icity, ERYTHROCIN is effective in the great 


majority of common, bacterial respiratory 


BEEN A SI Ni GLE infections. In speaking of pneumonia, Her- 


rell said, “the lack of toxic manifestations 


REPORT iH} 3 following administration of erythromycin 


today actually favors its use over that of 


A SERIOUS OR the broad-spectrum antibiotics in the treat- 
Le | 


ment of this infection. 


FATAL REACTION While discussing purulent cellulitis and 


adi. 
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sepsis due to staphylococci, Eastman, et al., 
TO ERYTH ROCI Ni mentioned erythromycin as a drug of first 


choice in treating these conditions.? 


Meanwhile, Solomon and Johnston stated, 
“in the staphylococcic and streptococcic in- 
fections, other than pneumonias, without 
exception the results of treatment with ery- 
thromycin were excellent.”* 


PY) IN ANTIBIOTIC THERAPY 


You, too, can have these same good results 
in your everyday practice—plus the assur- 
ance of prescribing a drug proved to be 
exceptionally well-tolerated in almost five 
years’ use. Filmtab ERYTHROCIN Stearate 
(100 and 250 mg.), in bottles of 25 and 100. 


™Erythrocin 


STEARATE (Erythromycin Stearate, Abbott) 


1. Herrell, W. E., Erythromycin, Antibiotics Mono- 
graphs, No. 1, p. 34,New York, Medical Encyclopedia 
inc., 1955. 2. Eastman, G., Cook, E. and Bunn, P., 


N.Y. State J. Med., 56:241, 1956. 3. Solomon, S. Obbott 
and Johnston, B., Amer. J. Med. Sc., 230:660, 1955. 


@Fiimtab — Film.sealed tablets, Abbott; pat. applied for. 
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—like some drugs—can cause side effects that 


may force your patient to discontinue treatment 


A reducing regimen that is dependent on diet alone 
is frequently complicated by psychic side effects— 
irritability, psychogenic weakness and fatigue. 


The smooth normalizing effect of ‘Dexamyl’ on extremes 
of mood can encourage your overweight patient to 
practice the dietary discipline necessary for weight 

loss. Furthermore, because of its Dexedrine* 
component, ‘Dexamyl’ exerts a specific inhibitory 

effect on appetite. 


DEXAMYL* 
tablets—elixir—Spansulet capsules 


Smith, Kline & French Laboratories, Philadelphia 


Each ‘Dexamyl]’ Tablet or teaspoonful (5 cc.) of the Elixir supplies: 
‘Dexedrine’ (dextro-amphetamine sulfate, S.K.F.), 5 mg.; amobarbital, 4 gr. 


“Dexamyl’ Spansule capsules are available in two strengths: (1) ‘Dexedrine’, 10 mg.; 
amobarbital, 1 gr. (2) ‘Dexedrine’, 15 mg.; amobarbital, 14 gr. 


*T.M. Reg. U.S. Pat. Off. +T.M. Reg. U.S. Pat. Off. for sustained release capsules, S.K.F. 
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In 
allergic 
eczemas: 


Meti-Derm CREAM 0.5% 


water washable— stainless (METICORTELONE, free alcohol) 


Meti-Derm OINTMENT 0.5% 


5 mg. METICORTELONE and 5 mg. Neomycin Sulfate with Neomycin 
for comprehensive topical therapy 


"each in 10 Gm. tubes 


> > 
Meti-Derm,* brand of prednisolone topical. oe Seheting 
Meticorte.one,® brand of prednisolone. : 4 
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Abates pain and itch, protects against sun's rays 


SURFADIL 


Formulated to insure patient acceptance 


Lotion ‘Surfadil’ combines the highly effective topical anes- 
thetic, ‘Surfacaine’ (Cyclomethycaine, Lilly); an antihistamine, 


‘Histadyl’ (Thenylpyramine, Lilly); and the protective adsorb- 
Lotion ‘Surfadil’ is available atbiercndead d P 
in an attractive plastic con- 
tainer (75 cc.) at retail phar- from contact dermatitis caused by poison ivy, oak, or sumac. It 


ent, titanium dioxide. It provides prompt and prolonged relief 


macies everywhere. Alsosup- is also valuable for eczema, insect bites, heat rash, and sunburn. 
plied in 1-pint bottles and as 
acream in l-ouncetubesand Lotion ‘Surfadil’ is skin tone in color and virtually odorless; 


1 and 5-pound jars. does not readily rub off but washes off easily. 


ELI LILLY AND COMPANY «+ INDIANAPOLIS 6, INDIANA, U.S.A. 
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Michigan Blue Shield Report 


One of the most important problems the medi- 
cal profession faces today is “Where Do We Go 
from Here in Prepaid Medical Care”? There is a 
steadily growing public demand for broader bene- 
fits under prepayment than are currently pro- 
vided under the Michigan Blue Shield Plan. 

There are a variety of so-called Comprehensive 
Health Care Plans in operation to a growing 
degree in various parts of the country. 

So important has the problem become, in the 
opinion of your leaders in the Michigan State 
Medical Society, that a special meeting of the 
House of Delegates was held in the Blue Cross- 
Blue Shield Building on April 27, 1957. The 
day-long session covered every phase of the pre- 
payment picture, including full reports on the 
half-dozen more widely publicized programs now 
providing to varying degrees comprehensive pre- 


paid medical care and a detailed report on how 
Michigan Blue Shield can meet the challenge of 
this demand for broader prepayment programs. 

What was reported, what was said in this day- 
long meeting is of vital importance to every doctor 
of medicine in Michigan. Naturally, it is an im- 
possible task to reproduce in print verbatim every 
word—important though they were. However, 
the following pages are an inclusive summary of 
all that went on at the session. We make it the 
basis for our yearly report on Michigan Blue Shield 
in this June issue of THe JouRNAL because we 
feel it is material that every doctor in Michigan 
should know and understand. 

This report follows the chronology of the meet- 
ing itself. That pattern was “How We Got 
Where We Are,” “Current Attempts to Solve the 
Problem,” “Where Do We Go with Prepayment?” 
and “What Road Shall We Follow?” 


How We Got Where We Are 


(Condensation containing the highlights of the presentation made by L. Fernald Foster, M.D., 
Secretary of MSMS and President of Michigan Medical Service.) 


Before we consider “How We Got Where We 
Are,” I think we need a clear, short definition of 
exactly “where we are.” It couldn’t be much 
shorter or much clearer; we are still in the posi- 
tion of practicing medicine as a free enterprise 
as we have all known it. 

Therefore, the title probably should be “How 
We Have Stayed Where We Are.” And the sub- 
ject involves consideration of certain factors oper- 
ative in the last twenty years that have preserved 
our status. 

It became apparent in the late twenties that the 
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costs of medical care were rising rapidly. The 
Michigan State Medical Society was aware that 
this was a problem probably as early as anybody 
in the field of health. Reason, of course, for the 
increase in medical costs was the rapidly develop- 
ing tempo of medical science. Your State Medical 
Society, through its Council and Executive Com- 
mittee, was among the first to conduct research 
studies in the costs of medical care. This involved, 
as some of you will recall, sending a delegation 
to Europe to study the plans in England. This 
and other similar studies led to development of a 
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device based on the insurance principle which 
many of you have probably forgotten. It was 
called “Mutual Health Service” and was a volun- 
tary plan quite like our present “Michigan Medi- 
cal Service.” However, it was never put in opera- 
tion because of certain economic conditions exist- 
ing at the time. 

However, by the early thirties there developed 
in this country a new social and political philos- 
ophy. Many of us are still around who were active 
in the research studies and the activities that finally 
led to the medical prepayment program—our own 
program—Michigan Medical Service. But there 
are as many or more younger men to whom all of 
this is a matter of hearsay. This history will help 
refresh the memories of those who had an active 
part in the development of Michigan Medical 
Service and present the facts to those who have 
entered the medical profession since. 


Need For Action 


The new social and economic philosophy that 
emerged in the early thirties was a philosophy 
based on paternalism, and’ it was evident that it 
lent itself readily to the institution of a new type 
of medical practice—one that would fit into this 


new political and social philosophy. It was per- 
fectly evident at the time that something should 
be developed by the medical profession to preserve 
the private practice of medicine, with all the attri- 
butes to which we have pointed so often: whole- 
some competition, unrestricted initiative, and 
maintenance of the patient-physician relationship. 


The Council set about developing some such 
procedure. It seemed logical that the source of 
such a development was the insurance industry. 
This may have seemed logical, but it didn’t work. 
The insurance industry flatly refused to have any 
part of such a development because it lacked 
actuarial data and specific information that it 
said was necessary to develop plans, contracts, fees 
and so forth. This left your Council with but two 
alternatives: to develop on their own some sort 
of prepayment insurance device or succumb to the 
then actively developing programs in Congress. 
The Council chose the first alternative on the 
theory that if they should lose, at least they 
would lose trying and not lose by default. They 
set about developing what is now Michigan Medi- 
cal Service. 

The Council have only two commodities with 
which to work in the development of this device. 
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One was participation of nearly 90 per cent of 
the doctors in Michigan, and the second was the 
will and determination to solve this rapidly grow- 
ing economic problem. It was done by the trial 
and error technique—a most cumbersome and in- 
efficient way—but the only one at their disposal. 
What emerged was Michigan Medical Service. 

Many of you will recall that MMS, in its early 
stages—which was pure trial and error—many 
times found itself in bad shape. At the outset 
everything was guess-work, and one cannot always 
guess right. However, as time went on, statistical 
information and actuarial data were compiled. 
Michigan Medical Service emerged from the 
woods and, from that point on, has operated on 
a sound actuarial basis. 


Set Pace 


Incidentally, in this connection, it should be 
pointed out that the actuarial statistics developed 
by Michigan Medical Service were then utilized 
by the commercial insurance companies in enter- 
ing the prepaid medical care field and helping 
them make the contribution they have since made. 
They have frankly said that when they did enter 
the field, it was because they had then acquired 
the actuarial data that were definitely developed 
by the Michigan State Medical Society in its 
program. 

We are the first to admit that Michigan Medi- 
cal Service is not perfect, but we do believe, as a 
number of us have said a good many times, that 
for seventeen years it has saved the medical profes- 
sion from the institution of a government program 
of compulsion. It has provided a more democratic, 
voluntary program instituted and controlled by 
the medical profession itself. But the most im- 
portant thing it has done, I believe, is to have 
served the public better. What it did for the 
medical profession I feel should better be con- 
sidered a secondary result. Net result is that 
for seventeen years it has served an important, 
vital dual purpose. 

Probably this device in its present form is not 
now adequate to meet completely the new prob- 
lems that are arising due to our changing eco- 
nomics, That, I believe, is why this House of Dele- 
gates has been called into session: to determine 
what, if any, changes should be made in the de- 
vice or whatever device is utilized to solve the 
problems of 1957. 
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Important Points 


There are certain points I would like to em- 
phasize. First is the fact that Michigan Medical 
Service is not an insurance company. It was 


developed on the basis that if the medical profes- 
sion were to indulge in this activity, it should stay 
within its prerogatives, and for that reason it was 
developed on the basis of a service plan. 

As you know, only the medical profession is in 
a position to render medical service. A commer- 
cial insurance company cannot give medical serv- 
ice; all it can give is dollars. 

All that the medical profession can give in any 
program is service; it has no funds to give money, 
so therein lies the difference between a service 
plan and an insurance company. The question has 
been raised many times whether, if the present 
device operated by the State Medical Society were 
to become an insurance company, the medical 
profession had any prerogative to be in the 
insurance business. The medical profession, from 
time to time, has decried the fact that corpora- 
tions practice medicine. So one might well imagine 
that if we became an insurance company, the 
insurance companies could say: “What right have 
doctors of medicine to be operating an insurance 
company any more than a corporation has to be 
operating in the field of medical care?” 

Michigan Blue Shield, as now constituted, is the 
Michigan State Medical Society. Its corporation 
is the House of Delegates, elected democratically 
by the component county units. The corporate 
body elects the directors, 75 per cent of which are 
practicing doctors of medicine. They determine 
the policies based on their knowledge of private 
practice, as we understand it. The development of 
Michigan Medical Service, as previously men- 
tioned, for more than seventeen years has served 
the purpose of giving the people a better service at 
a price they could afford to pay and at the same 
time preserving the private practice of medicine 
as a free enterprise. 

Had The Council failed in 1939, when this was 
developed, those of you who have come into the 
practice of medicine since that time might never 
have known what the private practice of medicine 
was. You probably would have been practicing 
under some scheme of compulsion. We believe 
that the development of Michigan Medical Serv- 
ice has not only prevented the medical profession 
from having been invaded by governmental agen- 
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cies, but by other agencies as well. Aside from 
governmental agencies, there are other groups and 
forces at work—particularly at present. There is 
pressure from the commercial insurance compa- 
nies and from various pressure groups. It doesn’t 
make much difference, I believe, whether it is the 
Government, or private agencies, or pressure 
groups: if any of them succeed in directing the 
practice of medicine, then we shall have lost a 
heritage that we believe has been preserved for 
us and has brought us to the point where we are. 


Responsibility 


The responsibility of the Michigan State Medi- 
cal Society and its prepayment plan—Michigan 
Medical Service—is to preserve the overall private 
practice of medicine. Michigan Medical Service is 
the device, I am convinced, that has made this 
possible during the last seventeen years. I believe 
we must realize there is only one banner under 
which we all can rally—specialists, staff members, 
county medical societies and rugged individualists. 
That is the banner given you by your Doctor of 
Medicine degree and the fundamental units of or- 
ganized medicine. I think your Council believes 
that its primary responsibility is to preserve the 
overall practice of medicine. To do that means 
that the problems arising from groups within the 
profession have to be handled equitably, but with- 
in the realm of being realistic and keeping Michi- 
gan Medical Service—Medicine’s Plan—actuarial- 
ly sound. 

Too often, I think, the most significant factor 
about the Blue Shield program that is overlooked 
is its acceptance by the people of Michigan and 
the country. Without doubt, the representatives 
of Michigan Medical Service have done an excel- 
lent job in presenting the Blue Shield plan. But 
it is not because of super salesmanship by these 
representatives that the Blue Shield Plans have 
grown so vigorously. It is because the people have 
wanted the service and protection they afford. 


A Partnership 


It is a partnership proposition entered into 
between the patient and his doctor. Nothing must 
be done which will disturb or negate that relation- 
ship because the success of the entire voluntary 
movement is based upon it. The interposition of 
any party between the patient and the doctor is 
an anathema to both for socio-economic and sci- 
entific reasons. 
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We who have the continuing responsibility for 
the administration of our own Blue Shield pro- 
gram face the task of giving all of the patients 
what they want and are willing to pay for within 
the basic philosophy of the Plan. But we are not 
responsible for acceding to the wishes of pressure 
groups, nor of solving solely by this machinery all 


of the social and medical problems involved in 
the care and treatment of the healthy and the sick. 
To attempt this would be to accept a responsi- 
bility not intended by the Michigan Medical Serv- 
ice charter, nor possible within the scope of its 
financial assets. 


Current Attempts to Solve the Problem 


(A report on representative types of prepayment programs made by Arch Walls, M.D., 
President of the Michigan State Medical Society; Donald Thorup, M.D., Delegate, Berrien 
County Medical Society; and Max L. Lichter, M.D., Delegate, Wayne County Medical Society. 


The seven plans outlined are prototypes of the 
various approaches to prepaid medical care. There 
are, of course, many other plans in each area, far 
too many to present in detail. However, these 
seven incorporate the salient features in each 
general area of approach. 

They are classed as follows: 


I. Plans controlled by medical societies 
A. Michigan Blue Shield (1) 
B. Windsor (Ont.) Medical Service (2) 
II. Plans not controlled by medical societies 
A. Indemnity programs 
1. Commercial Insurance (3) 
2. Deductible or Co-insurance (4) 
B. Group or Closed Panel Plans 
1. Health Plan of Kaiser Foundation (5) 
2. Health Insurance Plan of New York (HIP) 
(6) 
3. Community Health Association (CHA) (7) 


Each of these plans is outlined under the head- 
ings of what the plan covers, how the physician 
functions under the plan, how he is paid and how 
much the program costs the patient. 


Michigan Blue Shield 


I. Services Covered: 
A. Hospitalization through Michigan Blue Cross 
(120 days on group coverage). 
B. In-hospital surgical care, payment according to 
benefit schedule. 
:. In-hospital medical care, payment according to 
benefit schedule. 
. In-patient x-rays, limit of $15 per admission, 
according to benefit schedule. 
. Anesthesia by physicians—payment on basis of 
time, according to benefit schedule. 
. Limited office surgical care. 
. Maternity—delivery only—flat fee according to 
benefit schedule. 
. Emergency first aid treatment and x-ray, ac- 
cording to benefit schedule. 
Under supplemental rider, x-rays and EKG’S 
supplemental to basic benefits and unlimited as 
to number, paid in accordance with benefit 
schedule 
II. Physician’s Function with Plan 
A. Plan ccmtrolled by Michigan State Medical 
Society. 
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1. Members of the House of Delegates of 
MSMS are members of the Corporation. 

2. Has a thirty-three-member Board of Direc- 
tors. Two-thirds must be M.D.’s. Six repre- 
sent the Michigan Hospital Association 
and five represent the general public. All 
board members are elected by Members of 
the Corporation. 

. Physicians are paid by Blue Shield on a fee-for- 
service basis. 

Two schedules of benefits offered—both of 

which were developed by MSMS and adopted 

by the Plan’s Board of Directors. (Fees paid 

to general practitioners and specialists are 

the same.) They are considered as average 

fees for average cases. 

a. $2,500 Family Income Limit Plan ($2,000 
if single). 

b. $5,000 Family Income Limit Plan ($3,750 
if single). 

Participating physicians guarantee that fees 

for contract benefits paid by plan are full 

payment for persons with incomes less than 

income limit of their contracts. 

Plan uses Advisory Boards from County 

Medical Societies to recommend individual 

fees for specific cases that are outside the 

category of routine. 

. Physician works as a private practitioner on 
fee-for-service basis. He reserves the right to 
select patients he wishes to care for. His par- 
ticipation in the Plan is optional. He may 
resign as an individual from participation with- 
out penalty. 

D. Plan pays physician directly in all cases. 


. Plan’s Current Cost to Patient* 

A. Group $2,500 Family Plan for medical-surgical 
care is $3.25 per month plus $8.54 for compre- 
hensive Blue Cross hospital coverage, semi- 
private room service. 

. Group $5,000 Family Plan for medical-surgical 
care is $4.50 per month, plus $8.54 for com- 
prehensive Blue Cross hospital coverage, semi- 
private room service. 

. Plan employs principle of community rating. 

1. All groups regardless of size, type of em- 
ployment, nature of work, age grouping or 
race are charged the same rates for the same 
coverage. 

Group contracts do not exclude pre-existing 
or chronic conditions. 


*Supplemental x-ray-EKG coverage and extension of 
days of care to 365 under hospital medical-surgical con- 
tracts are available to qualified groups at additional cost. 
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3. Deductibles and/or coinsurance are not 

written-in features of any of the Plan’s sur- 
gical or medical-surgical contracts. 
Conversion privileges to individual status are 
available to group subscribers when employ- 
ment is terminated. 
Provision is made to cover retired workers 
for the same benefits at the same rates as 
the active group when formal retired group 
program exists. 


Windsor Medical Service 


I. Services Covered: 


. Hospitalization through Ontario Blue Cross. 

. In-hospital surgical care. 

. Office surgical care. 

. Maternity care ($50 delivery plus prenatal and 
postnatal care, at so much per visit). 

. Medical anesthesia—payment by time. 
X-ray—diagnostic and therapeutic—no maxi- 
mum. 

. BMR, EKG, refractions, annual medical exami- 
nation as out-patient. 

. In-hospital medical—no limit on number of 

visits except as determined on each individual 

case by Medical Director. 

Consultation, with prior authorization by Plan. 

Shock treatments. 

. Diagnostic hospital admissions. 

Home and office calls. 

. Waiting periods for tonsillectomies and appen- 
dectomies, hernias, gynecological cases, obstetri- 
cal cases and refractions. 

. Physician’s Function with Plan 

A. Controlied by Essex and Kent County Medical 

Societies. 

. Board of Directors consists of ten members: 
seven M.D.’s and three lay people. 

. Free choice of physician and fee-for-service 
based upon a schedule. 

. Plan pays about 90 per cent of schedule, when 
pro ration of income is adjusted to services. 

. Plan fee schedule is about 89 per cent of Michi- 
gan Blue Shield $5,000 plan. 

. Specialists are paid higher fees for consultation 
than general practitioners. 

. Non-participating physicians are not paid by 
Plan. Payments made to subscribers in these 
instances. 

. Medical Director adjudicates all disputes be- 

tween subscribers and Plan and doctors and 
Plan—decision is usually final—can appeal to a 
special committee who report to the Board. 
Medical Director reserves right to determine 
adequate amount of medica! care and Plan pays 
accordingly—doctor can’t charge extra to pa- 
tient if Plan reduces allowances and patient is 
under income. 
The Plan polices itself through its Board and 
Committees. Reports are that this effectively 
reduces over-utilization and helps to stabilize 
rates to subscribers. 

. Plan may cancel participation of M.D. 

. Plan is full service for families under $6,500 
incomes—usually accepted for everyone. 

. 35 to 40 per cent of plan benefits are rendered 
outside hospital. 

lan’s Cost to Patient 

. Group plan for a family . . . $7.90 per month, 
plus $6.30 for Ontario Blue Cross hospital cov- 
erage under comprehensive contract. 

. Individual plan for a family . . . $8.50 per 
month, plus $5.90 for Ontario Blue Cross hos- 
pital coverage under a non-group contract. 

C. Plan employs principle of community rating. 

D. Plan does not use deduetibles or co-insurance. 
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Commercial Insurance Contracts 


I. Services Covered: 


A. Hospital insurance, usually on basis of fixed 
amounts for room and extra services. 

. In-hospital medical care per schedules. 

. Office and hospital surgical care (including 
O.B. delivery) per schedules. 

. Emergency accident care (includes out-patient). 

. Home and office calls—with and without deduc- 
tibles. 

. Out-patient diagnostic services on a deductible 
basis or maximum per year allowances. (No 
schedule on x-rays) 

. Dread disease riders up to $5,000 or $10,000. 

. Major medical coverage—usually inclusive of 
ali charges for hospital, medical, drugs and 
appliances with deductibles and co-insurance. 
(No schedule of fees) 


. Physician’s Function with Carrier 


A. Physicians are totally unassociated with insur- 
ance plans and have no voice in policy decisions 
covering payments for medical care. 

B. Insurance plans controlled by stockholders and 
lay Corporation Boards of Directors. 

C. Physician is paid on fee-for-service from the 
insured member. Insured member looks to in- 
surance company for claim. Payment, unless 
assigned to doctor, is made to patient. 

. Each insurance company has a wide variety of 
fee schedules which it sells to insurance con- 
sumer. Usually, the one selected is determined 
by its price to the insured. Fee schedules range 
from $100 schedules to $150, $200, $225, $250, 
$300, $350, $400 and so on. 

. Insurance plans do not seek fee recommendations 
from the Michigan State Medical Society nor do 
they have County Society fee adjudication 
Boards to assist them in the determination of 
fees for unusual and complicated procedures. 

. Physician reserves the right to choose his 
patients. 

. Insurance plans generally will get together any 
kind of a plan desired by a group—but on an 
indemnity basis and scaled to fit a predetermined 
premium charge. 


. Cost of Insurance Plans to Patient 


A. Cost varies with level of benefits selected by 
insured. 

B. Cost of group contracts is determined by group 
utilization since insurance plans use the prin- 
ciple of risk selection and experience rating, 
applied to individual groups. 

C. Cost of group contracts is also influenced by 
type of employment and age grouping. 

D. Usually, conversion from a group status to an 
individual status upon termination of employ- 
ment is not offered. 

E. Seldom offers same coverage at same rates to 
retired workers as are available to active em- 
ployes. 

F.-Many groups of employes are considered un- 
desirable by insurance companies and are 
dropped or never written by them. 


General Electric Comprehensive Medical 
Expense Program 


. Services Covered 


A. Is part of an insurance program providing Life 
Insurance, Accidental Death or Dismemberment 
Insurance for employes, Weekly Sickness and 
Accident Insurance for employes, Comprehen- 
sive Medical Expense for employes and depen- 
dents, and Maternity Benefits for female em- 
ployes and dependent wives. 

. There are two classes of expenses: 
1. Type A. covers: Hospital room and board, 
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special hospital services required for medical 
or surgical care; operating rooms, drugs, 
dressings and blood transfusions; anesthetics; 
surgical fees; diagnostic x-rays; infant care. 
In any one calendar year, first 25.00 is paid 
by employe and the next $225.00 is paid by 
Plan. For additional expense, employe pays 
15 per cent and Plan pays 85 per cent. 
Type B. Covers services of physicians, in- 
cluding specialists, other than for surgery; 
diagnostic laboratory work, x-ray and radi- 
um treatment, oxygen therapy and blood 
transfusions not covered under Type A. It 
also covers services of most registered grad- 
uate nurses; drugs and medicines requiring 
prescription and rental of such equipment as 
iron lung and artificial limbs. 
In any one calendar year, first $50.00 is paid 
by employe. After that, employe pays 25 
per cent and Plan pays 75 per cent. 
Combined maximum benefits for Type A. 
and Type B: expenses for each covered 
individual—$15,000 in total with maximum 
of $7,500 in any one calendar year. 
Benefits determined separately for each in- 
individual. Employe pays no more than first 
$50 for any combination of both Type A 
and B expenses for any one calendar year. 
Benefits for semi-private hospital accommo- 
dations are provided without dollar limit. 
Maternity Benefit (in lieu of all other 
benefits) : 

Normal Delivery 

Caesarean 

Miscarriage—up to 
For severe complications of pregnancy or 
resulting from childbirth, Plan pays 75 per 
cent of amount exceeding $150 (paid by 
employe) up to $5,000 for any one preg- 
nancy. 
Psychiatric treatment out of hospital will be 
paid by Plan up to 50 per cent. If in hos- 
pital, benefits will be paid on basis of Type 
A and Type B. 


II. Physician’s Function under Plan 


A. 


Organizational structure 

1. Through Metropolitan Life Insurance Com- 
pany. In effect until October 1, 1960. 

2. Care is furnished through regular private 
practice channels. Patient has complete free 
choice. 


B. How physician is paid. 


C. 


1. Is paid his usual fee for service rendered 
subject to deductible and co-insurance provi- 
sions of Type A, Type B and Maternity 
Benefits coverage. 

2. Collects employe’s portion of fee directly, 
and Plan’s portion from insurance carrier. 

3. There is no fee schedule. Benefits are based 
upon fees which are “reasonable, necessary 
and customary.” 

How he works under Plan. 


1. Physician’s co-operation is essential to suc- 
cess of Plan. Must guard against taking un- 
fair advantage of the insurance program. 
As Elmer Hess has said: “Insurance per se— 
does not create new wealth and... is no 
justification for increasing an otherwise rea- 
sonable fee for a professional service.’ 

2. Physician renders his service upon usual 
basis of private practice. Necessary consulta- 
tions are permitted. Surgical assistants are 
paid. Services can be rendered in the hos- 
pital, in the office, at home—wherever phy- 
sician feels patient will receive best care. 


III. Cost to Employe 


A. 


Is based upon whole Insurance Plan. 

1. For employe alone 0.9 per cent of normal 

annual straight time earnings. 
Comprehensive Medical Expense Insurance 
and Maternity Benefits for dependents, addi- 
tional 2.0 per cent of normal straight time 
earnings. 
Example: Employe earns $6,000 per year 
straight time wages. Cost of Plan: Individual 
Employe, $54.00; Employe and dependents, 
$174.00. This is for entire package. 

4. Balance of cost paid by General Electric. 


Health Plan of Kaiser Foundation 


I. Services Covered 


A. 


Diagnosis and treatment (surgical and medical) 
in hospital and home and office, by specialists, 
with no limits on number of visits, physical 
checkups, pediatric care, eye examination for 
glasses. 


B. Dependents pay one half of x-ray and labora- 


. $1.00 for each office visit. 


tory fee in most contracts. 


. Tonsillectomy $15 extra for subscriber to $35 


extra for dependents. 


. 111 days hospitalization for subscriber; sixty 


days for dependent, with additional fifty-one 
days at one half private rate. 
$3.50 and $5.00 


house call charge, depending on time of day. 


. Obstetrics $60 for subscriber; $95 for dependent 


after ten months’ membership. 


. Pre-existing conditions covered at one half pri- 


vate rate in most groups. 


. Drugs and appliances not furnished. 


Free choice of physician within group. 
Special provision for care outside service area. 


‘ Phyiician’s Function under Plan 


A. 


B. 


Cc. 


Organizational structure 

1. Kaiser Foundation. 

2. Kaiser Health Plan (is regional) contracts 
with doctors and hospitals for services on 
behalf of its subscribers. 

Kaiser Foundation Hospitals own all hos- 
pitals and clinic buildings and rent space to 
doctors. 

Permanente Medical Group in Bay Area has 
300 physicians, about seventy of whom are 
partners and balance are salaried. 

How physician is paid. 

1. Group is paid a capitation fee by Plan. 

Extra charges to member as well as fees 
from private patients accrue to Kaiser Foun- 
dation Group. 
Physician is employed initially on salary 
basis. After three years of satisfactory service 
he may become a participant in group. After 
an additional two years, he may purchase a 
partnership in Group. Income depends upon 
senior status and degree of responsibility. 

How physician works. 

1. Group divided into specialty services in each 
facility, each headed by a chief. Intra and 
inter service consultation is encouraged. Prac- 
tically no general practitioners are em- 
ployed. 

Work five and one half days a week, seeing 
patients in own service by appointment. All 
administrative details handled by ancillary 
assistants. 

Junior members rotate house calls, 
and emergency Coverage. 

Vacation periods, educational privileges, 
sick benefits depend upon physician’s status 
with group. 


night 
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III. Cost to Patient 


A. Depends upon class of coverage. Examples 
based upon family unit: Group—Same benefit 
for subscriber and dependents—$14.00 per 
month; Group—Subscriber benefit and usual 
dependent—$11.40 per month. 

B. Groups pay $2.00 registration fee. 

C. Approximately 600,000 members. 


Health Insurance Plan (HIP) 


Services Covered 

A. Complete care including home, office and hos- 
pital by general practitioners and specialists. 

B. Out-patient diagnostic and laboratory proce- 
dures. 

C. Eye examinations, visiting nurse service, periodic 
health examinations, immunizations. 

D. House calls at patient’s request between 10:00 
p.m. and 7:00 a.m. at extra charge of $2.00. 
This is the only extra. 

E. Free choice of group and then of physician 
within group. 

. Physician’s Function under Plan 

A. Organizational structure 
1. A central “headquarters” which collects 

dues, disburses to physician groups, sets 
standards for initiation of groups and main- 
tenance of standards of medical care, de- 
velops appropriate statistics, develops sys- 
tem of patient records and maintains their 
completion and collection, initiates subscriber 
as well as physician educational programs 
relative to the plan; conducts surveys con- 
cerning utilization and quality of medical 
care furnished members; administers a pen- 
sion fund set up for physicians. 

Physicians form autonomous medical groups 
and approach plan for participation. Must 
conform both in composition and physical 
facilities to criteria laid down by plan. 
Groups are partnerships with additional 
physicians on a salary basis. Limited, infre- 
quently used specialties paid on a fee basis 
through a special fund contributed to by 
all groups. Groups must finance own build- 
ing and equipment. Criteria, in addition to 
basic, further depend upon number of per- 
sons group contemplates caring for. All 
groups responsible to central office through a 
fifteen-member Medical Control Board, a 
policy- establishing mechanism. 

B. ee physician is paid. 

Group receives annual per capita fee of 
$31.20 (at present) for each member who 
elects to use group. 

After administrative and operating expenses 
are paid, as well as salaries, collected funds 
are apportioned to group partners on basis 
of responsibility, training and seniority. 

C. How physician works under plan. 

Almost all physicians work in Center part- 
time. Most have own private office for pri- 
vate practice but even here many will see 
HIP members. 
As far as possible, each patient is first seen 
by a general practitioner (who represents 
about 40 per cent of the 1,100 men in the 
plan) who serves as the personal physician 
and who acts as the referral agent and is 
responsible for follow-up of treatment as 
well as patient’s compliance with consulta- 
tive referrals. 
House calls rotated through partners of 
group with main responsibility falling on 
general practitioners. 

4. Patients are seen by appointment with phy- 
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sician of choice. New patients are assigned 
on rotation. Provision for emergencies and 
drop-ins. 
Non-members seen at Center with fees 
based upon a schedule and accruing to group. 
Part-time physicians (even partners) con- 
duct private practice in own separate office. 
Hospital care is given at hospital of which 
physician is a staff member or where he has 
privileges. 

7. Group contracts with central office to furn- 
ish agreed medical services to members. 


III. Cost to Patient 


A. Standard plan, designed for individuals with 
base salary of not more than $6,000 or families 
with income of not more than $7,500, has 
monthly cost of $3.56 for individual; $7.56 
for couple, and $10.68 for family. At least 
one-half must be paid by employer. 

B. Subscriber earning more than in standard plan 
pays 20 per cent more. 

C. Usual enrollment is group of ten or more sub- 
scribers, though recently individual enrollment 
in apartments or housing projects has been 
undertaken. 

All subscribers must carry own hospital insur- 
ance and it must be Associated Hospital Service 
(Blue Cross). 


Community Health Association 


No specific plan has been announced or pub- 
lished. All information relative to this plan should 
be regarded as hearsay although much probably 
represents what will prove to be definitive. 


I. Services Covered 


A. Apparently the coverage will be comprehensive 

in home, office and hospital with diagnostic and 
laboratory service. There is no information con- 
cerning exclusions. There is no information 
concerning extras. There is no information 
concerning status of dependent coverage. 
Apparently plan is based upon combination of 
features of HIP and Kaiser Plan. At present, 
it is said that CHA does not contemplate build- 
ing own hospitals. 
Apparently premium will include hospitalization. 
It may be that CHA will then negotiate for 
hospitalization directly with hospitals (though 
on what basis is presently not known) or will 
purchase hospitalization from Blue Cross. 

. It is said that in beginning, CHA will start on 
a small scale experimental basis. One local 
union (for example) will be offered the plan. 
Within this group there will be further offered 
to the individual union member the choice of 
accepting CHA or continuing his present plan 
(or any modification thereof). It is said that 
this type of choice will always be a policy of 
the UAW-CIO. It is said that CHA eventually 
wishes to offer its plan to any member in the 
community. 


II. Physician’s Function under Plan. 


A. Organizational structure 
1. CHA will have a Board of Directors who 
will decide and control every aspect of the 


plan. 

There will be a CHA Medical Director, 
responsible solely to the Board. His respon- 
sibilities have not been announced. 
Apparently there will be “built-in mechan- 
isms to make possible the rendering of high 
quality medical care.” It may be that this 
will be accomplished (policy-wise) by the 
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establishment of a Medical Advisory Com- 
mittee (to the Board) built around a Uni- 
versity Medical Center. This Committee, 
having no executive function, purportedly 
would be sensitive to trouble spots, advise 
on standards and policies, have no vested 
interest, and would eliminate local politics. 
It would screen all physicians having an in- 
tegral role in the program. 
Groups of physicians would be established 
to provide services of plan. There is no in- 
formation concerning criteria for establish- 
ment of groups, financing of group facilities 
and equipment, minimum number of mem- 
bers a group must care for. However, it 
has been suggested to the Board that it 
is dangerous to permit groups to have total 
autonomy. Hence the group medical direc- 
tor, its executive officer, should have the 
title of Associate Medical Director of the 
plan. 

B. How the physician is paid. 
No official pronouncement has been made. 
Best information at present is that all physi- 
cians will be on a salary, to be paid directly 
by the CHA. 
No information is available from any source 
concerning care of non-member (or private 
patients) and fees so derived. 


). How the physician works. 

No details are available. It is presumed that 
the 40-hour week will provide the basis for 
working hours. 

All of the standard reasons for attracting 
physicians to this type of group practice 
have been mentioned at one time or another. 
Apparently the general practitioner will be 
“the cornerstone” of medical care, as ad- 
vocated by HIP. 

. All physicians, presently having hospital staff 
appointments or privileges, will be expected to 
maintain them and utilize them for the mem- 
bers of the plan. Hospitals, apparently, will be 
expected to see that staff membership or priv- 
ileges are not jeopardized by the physician’s 
participation in a group under the CHA plan. 

. No information is available concerning the ac- 
tual functioning of physicians within the plan 
or the groups. It would seem, however, that 
“the quality of medical care’ furnished by each 
physician will be subject to constant scrutiny 
as well as periodic evaluation. What this is 
intended to mean is not clear, as yet. 

III. Cost to Patient. 

A. There is no information, or even faint hint, on 
this subject. It is thought, however, that costs 
will be competitive with existing plans of Blue 
Cross-Blue Shield and commercial insurance. 


Where Do We Go with Prepayment ? 


(Report by Jay C. Ketchum, Executive Vice President of Michigan Medical Service.) 


Michigan Medical Service (Blue Shield) now 
provides coverage for medical-surgical expense, 
according to its various contracts, to almost one- 
half of the people of Michigan, some three and 
one-half million. The benefits of coverage have 
been, with a few exceptions, limited to hospitalized 
cases. Little in the way of diagnostic services has 
been provided. 

There has been voiced an increasing desire for 
extension of coverage into the diagnostic services 
without the requirement for hospitalization. De- 
mands for extension of benefits to other than hos- 
pitalized cases are heard, not only from large 
numbers of subscribers but from many physicians 
as well. Certainly, restricting payments to services 
rendered to in-hospital bed patients does affect 
medical practice, particularly as to minor surgical 
and diagnostic procedures. Coverage for long 
periods of hospitalized illness, including conval- 
escence, has been requested. In the main, but by 
no means exclusively, there have been requests 
for adjustment of our service income ceilings to 
more nearly reflect present economic conditions, 
voiced by the representatives of large organiza- 
tions of our subscribers. 
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A spokesman for Labor, Dr. Morris Brand, last 
December in the AFL-CIO News stated Labor’s 
aims in the field of prepayment for health care: 

Dr. Brand stated that since Congress has not 
enacted legislation to set up a national insurance 
program—which most labor unions favor—unions 
have had to find other sources of health insur- 
ance coverage for their members, mainly Blue 
Cross-Blue Shield and commercial carriers. 

However, Dr. Brand continued, since home and 
office care is rarely offered in these plans, some 
“labor groups have established direct service medi- 
cal centers where services are actually provided 
rather than cash indemnities to cover part of the 
costs. The latter type of plan has proven more 
popular with members because there are no bar- 
riers to the service, preventive services are usual- 
ly included in the benefits and there are no hidden 
bills cropping up after the services are rendered.” 


What Doctor Brand Thinks 


In general, Dr. Brand believes that: 

“The extent to which commonly available insurance 
programs meet a family’s health needs is not too im- 
pressive to Labor.” He-says that indemnity payments 
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are “not a satisfactory method of paying for services 
and are a base upon which some physicians too fre- 
quently add substantial charges. Also the emphasis on 
hospital and surgical coverage as in the case of most 
plans without substantial out-patient benefits is fre- 
quently a cause for unnecessary hospitalization. Also, 
as a result of inadequate concern for operating efficiency 
in hospitals and an unwillingness to enforce legitimate 
controls, there are unjustified premium increases.” 


According to Dr. Brand, these are Labor’s goals 

for better health plans: 

1. Complete prepayment for medical care without 
co-insurance and deductible features and hidden 
added costs. 

Comprehensive benefits—only if the range of health 
services is complete will the individual’s health 
needs be effectively and economically met. 
Rational organization of medical services—on the 
basis of group practice, and 

Control of the quality of medical services which 
must be built into medical care plans. 


Mr. Walter Reuther, in his President’s Report 
to the UAW 16th Constitutional Convention, 
April, 1957, confirmed Dr. Brand’s statement. 

Efforts to develop a $6,000 family income ceil- 
ing service contract have consumed so much time 
and, in relation to the fees proposed therefor, 
would require subscriber rates of such amount 
that we are led to believe the results would not 
be acceptable to the interested subscriber groups. 
The minimum benefits needed right now to sat- 
isfy the market seem to be approximately as fol- 
lows: 


Surgical services, in or out of the hospital 
Obstetrical services, in or out of the hospital 
Medical (non-surgical) services in the hospital 
Anesthesia services, in all surgical cases 
Diagnostic radiology, in or out of the hospital 
Therapeutic radiology, in or out of the hospital 
Physical therapy, in or out of the hospital 
EKG, BMR, EEG, EG, in or out of the hospital 
Pathological tissue examinations, in or out of 


the hospital 


These services are to be limited only by the ap- 
plicable scheduled fees. 

Coverage for the services of consultants and 
surgical assistants is also desirable but presents 


difficult problems. 


For Example 


Extensions of benefits to those services per- 
formed outside of the hospital present unique 
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problems in that certain elements of control of 
utilization inherent in the hospitalized case are not 
present outside. Abusive or ill considered utiliza- 
tion of benefits can accumulatively increase sub- 
scriber dues to an unreasonable and perhaps un- 
bearable degree. Conventional insurance methods 
toward control, such as deductibles and co-insur- 
ance, might provide a degree of control and re- 
duction of subscriber dues. These methods, how- 
ever, appear to be unacceptable in health care 
prepayment to the representatives speaking for 
many of our subscribers. It is extremely difficult, 
if not impossible to determine at what point a 
particular deductible amount or co-insurance per- 
centage becomes not just inhibitive as to elective 
or abusive use, but in effect, prohibitive as to 
utilization of needed services. These representa- 
tives insist that control of abusive utilization must 
be assumed by the Profession and the hospital. 


Deductibles and co-insurance would undoubted- 
ly receive much more acceptance if the maximums 
contemplated by our service schedules were cer- 
tain of acceptance. It seems obvious that assur- 
ance of acceptance of our schedules of fees can 
be given only if there is some arrangement for 
some form of policing of charges by the Profession. 
An experiment by Blue Shield in Wisconsin pro- 
vides for payment of physicians’ usual and reason- 
able charges. Fee schedules as such have been 
completely abandoned (in this experiment). How- 
ever, the Medical Society has assumed the full 
burden of policing charges, even to entering into 
court cases as co-defendant with the patient 
against what are considered unreasonable charges. 


The scope and nature of benefits provided by 
Blue Shield are not the only shortcomings com- 
plained of by our subscribers. Mostly, these are 
restrictions imposed upon Blue Shield by its re- 
lationship to, and the attitudes of, organized medi- 
cine. There is, for example, the difficulty the 
subscriber experiences in determining the partici- 
pating or non-participating status of a particular 
physician. It seems unfair to our subscriber when 
we promise service benefits and then refuse to 
assist him in receiving the benefits. It is just as 
difficult to demonstrate to many of our participat- 
ing physicians that there is any justification for 
participation when the non-participating physician 
contributes nothing to the success of the Plan but 
enjoys its advantages. It is equally difficult to 
explain our attitudes toward other practitioners, 
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such as dental surgeons, chiropodists and osteo- 
paths, who legally render service covered by our 
contracts, who are willing to abide by our terms 
of participation, but who are not permitted that 
formal arrangement with Blue Shield. 


Rejected 


The concept of providing prepayment for only 
the very lowest income classes has been rejected 
by most of the public. Many persons and groups 
of persons are convinced of the propriety and 
value of prepayment regardless of incomes and 
are unable to understand why the Profession is 
unwilling to deal with all members of a group 
on a service basis. 

The insurance companies in this field have 
underwritten coverages for large numbers of peo- 
ple. The coverage, quite similar to Blue Shield as 
to type and scope, is, of course, provided on the 
indemnification basis. The acceptability, to many 
groups, of the indemnity insurance is primarily 
based on price competition. It is standard prac- 
tice in the health insurance industry to promulgate 
rates for a particular group of assureds in relation 
to the experience of that group. The result of 
this practice is that, based on price competition, 
much of the preferred (or so-called ‘“cream”) 
business is underwritten by insurance companies. 
Michigan Medical Service, being committed to 
provide the greatest good to the greatest number 
at a fair cost, utilizes what is commonly referred 
to as community rating; that is, for identical cov- 
erage identical rates are charged. This makes it 
possible for all, regardless of age, composition of 
group, race, occupation, etc., or experience within 
a segregated group, to enjoy protection at an av- 
erage cost for all in the community in which Blue 
Shield operates. 

The practice of experience rating, carried to 
its ultimate conclusion, can result in many of the 
people, the preferred risks, being removed, for 
rating purposes, from the total community (the 
total average). Thus, the remainder, being not 
so preferred, must bear a higher proportion of 
the total cost of coverages. This higher propor- 
tion of cost will, as it increases, become an effec- 
tive prohibition to some, particularly the aged and 
lower income classes. When these can no longer 
afford to secure voluntary protection, they will 
look elsewhere, perhaps to Government, for a 
method. That the traditional insurance approach, 
based on a profit motive, has failed to restrain 
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Government intervention has been demonstrated 
in other lines of coverage. While not the only 
example, the necessity for states to establish Gov- 
ernmental controls, monopolistic funds, openly 
competing State operated underwriters and re- 
straining laws in Workmen’s Compensation, is il- 
lustrative. 


Major Medical 


A comparatively new form of health care cov- 
erage, the so-called “Major Medical” contract, is 
receiving considerable acclaim in insurance circles, 
as the answer to Blue Cross-Blue Shield compe- 
tition. This form provides, subject to a deductible 
provision from $100 to $500 but sometimes as low 
as $25, and co-insurance above the deductible at 
20 or 25 per cent but sometimes as low as 10 
per cent, on almost all types of care of a patient, 
including hospitalization, physician, surgeon, 
drugs, appliances, convalescence, private duty 
nursing, et cetera, at home, doctor’s office, et 
cetera. The only other limitation of any con- 
cern is related to time, during a period of one, 
two, three years or even longer, for a total ag- 
gregate cost unallocated as to type of benefit, of 
$5,000, $10,000 or even $25,000. In one case, 
of which we know, there is no time limit and no 
dollar limit. This, at first glance, seems to have 
a great deal of merit. However, students of the 
problems of the total population concerned with 
the final effect on medicine are aware of grave 
danger. Remember that the aggregate maximum 
amounts are not allocated and no limit is placed 
on any one item. The individual charges by 
individual doctors, hospitals, nurses, are expected 
to be reasonable. It is unlikely that there will be 
many flagrant abuses (although some have been 
reported) of the open-end provisions as to fees or 
charges. The real danger in Major Medical lies 
in the possibility and probability (already well 
documented) of a gradual but none-the-less ap- 
preciable and consistent increase in charges for 
each service, simply because of the existence of 
the insurance. It is just not realistic to expect 
individual doctors to resist such temptation. Such 
increase, accumulated, in the costs for each unit 
of millions of services, can ultimately effectively 
raise the cost of medical care to the point of 
creating the demand for intervention, the very 
thing medicine has hoped to avoid by reliance 
upon insurance. 

Demonstrating that informed representatives of 
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our largest groups of subscribers are aware of the 
dangers, there is, among many examples, the 
evaluation of “Major Medical Expense Insurance” 
by Jerome Pollack, of the UAW-CIO Department 
of Social Security. He says: “The insurance is 
without valid controls to prevent an unwarranted 
inflation in health service costs.” His entire state- 
ment of conclusion is extremely informative and 
should be referred to. 


Closed Panels 


The closed panel practice prepayment schemes, 
of which we have varying degrees of intelligence, 
consist of mechanisms whereby groups of profes- 
sional persons are brought together under a single 
management to provide services for certain eligible 
people or groups of people. The arrangements be- 
tween the management and the professional per- 
sonnel may vary from salaried to per-capita (or 
capitation) ; may be full or part time; equipment 
and facilities may be furnished by management 
or the professional individual. Control and status 
may be determined by professional personnel, by 
management and professional representation or 
exclusively by management. These groups may 
provide limited type and scope of benefit or up 
to almost all inclusive services. They may or may 
not require some payment at time of service in 
addition to prepayment dues. Much can be said 
of the advantages and disadvantages of these 
schemes both from the professional as well as 
from the patients’ point of view. There may be 
much to be said of the effect on the quality of 
medical care, on ,the patient-physician relation- 
ship, on the earnings of the physicians and the 
freedom to practice. Voicing my opinions in this 
matter would help you but slightly, if at all, unless 
you have an adequate knowledge of your own on 
which to base judgment and after all, it is really 
the concern of the physicians, individually and 
collectively. 

There are plenty of examples of Government’s 
intervention into the provision of personal medi- 
cal care. The most recent and dramatic example 
is “Medicare,” the program for provision of care 
for dependents of servicemen. This program, ad- 
ministered in Michigan by Blue Cross and Blue 
Shield, was adopted after long study by many 
interests, including your American Medical As- 
sociation. It can be said that the program, as 
finally instituted, was not what organized medicine 
would have preferred but constituted the best 
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compromise possible. Effective July 1, this year, 
the Government, by grants in aid to States, will 
assume further obligations for medical care, by 
virtue of the Welfare Act of 1956, for four more 
categories of its citizens. Under consideration in 
the present Congress, is a proposal for the Gov- 
ernment to provide certain health care benefits 
to the beneficiaries of OASI. Over the years, 
many of the provisions of the original Wagner- 
Murray-Dingell Bill, have been enacted into law, 
leaving compulsory health insurance as almost 
the only phase still to be realized by its propon- 


ents. 


Medicine’s Decision 

Failure of voluntary means for providing health 
care can only result in compulsory methods being 
employed. The people have been tol? that vol- 
untary methods can provide the answers. The 
voluntary plans have shown great ability so far 
and have led the people to expect more and 
better results. If the medical profession wants 
Blue Shield as its method in preference to other 
alternative attempts, and, if Blue Shield is inade- 
quate for current needs and requires change or 
expansion to make it adequate, then Blue Shield 
can do the job, but—it can do only what the 
Profession wills it do; it can be only what Medi- 
cine wants it to be. Blue Shield in Michigan is 
Medicine’s responsibility and will work as well as, 
and only as well as your cooperation will permit. 

Only if the medical profession is convinced of 
the value of the service benefit approach, under 
the control of Medicine, on a fee-for-service basis, 
with free choice of physician; convinced that this 
is the most acceptable device; convinced of the 
necessity of a workable plan as an alternative to 
the various other schemes in existence and po- 
tential; only if the Profession is willing to do what 
is necessary to make its Plan work should you 
continue to sponsor, direct and concern yourselves 
with Michigan Medical Service. If you are con- 
vinced of these things, then you must take an 
active part, acquire the necessary intelligence, 
make decisions and be willing to support with 
a united effort. 

The Medical Profession must speak as one, 
direct as one, and act as one. It is not sufficient 
that the Profession express itself critically and 
with many voices. We shall be unable to satisfy 
completely fifty-four county medical societies and 
eighteen or nineteen different specialty groups 
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with oftentimes opposing views. Members of the 
profession must communicate with all segments, 
all the many specialty groups, all the components, 
all the individual physicians. They must consider 
all the different interests, evaluate all the special 
problems. They must agree, compromise and 
reach decision. They must then direct and sup- 
port united action in behalf of all the profession. 
The only banner about which all of Medicine can 
rally is that of its parent Society—first, the AMA; 
second, the state societies; third, the county so- 
cieties—and then the specialty groups. Dr. Austin 
Smith, Editor of The Journal of the AMA at 
Lansing on March 6 of this year, made a strong 
plea for all doctors and all segments of medicine 
to resolve their differences and join hands in a 


united front to prevent the catastrophe that has 
overwhelmed the profession in many other coun- 
tries. 


Dr. Dwight Murray, in his presidential address 
to the AMA at Seattle, last fall, warned: 


“No nation can merely reap the benefits of freedom; 
it must also sow the seeds of freedom. In medicine 
the situation is the same. If an apathetic profession takes 
its freedom for granted, it will be the beginning of the 
end... <- 


“The day has come, gentlemen, when we can no 
longer look upon medical economics and social changes 
merely as issues to be considered during our limited 
leisure hours. . . . We must now pay daily attention 
to these matters. . . . They must be a vital part of 
our life.” 


What Road Shall We Follow? 


(Condensation containing the highlights of the presentation made by George W. Slagle, M.D., 
President-Elect of MSMS) 


The previous speakers have outlined the story 
of prepayment. We have heard the story of Blue 


Shield, of private carriers, of closed panel plans 
and of projected union plans. The facts of life, 
insofar as these problems are concerned, have 
been placed before you. 


This leads us to a forking in the road. Which 
road do we want to follow? Do we want to adjust 
our thinking and planning of Blue Shield to 
present day needs and make it even more success- 
ful than in the past, or do we want to disregard 
the warning clouds on the horizon and lose our 
plan—the doctor’s plan—by default? As has been 
stated many times today, Michigan Medical Serv- 
ice is the fiscal agent for MSMS; you as Delegates 
are its “stockholders” and elect its Board of Di- 
rectors. Each of us through you, as our Delegates, 
has a personal interest and responsibility in the 
future of our Blue Shield. 

Now, if you will permit me to assume that the 
huge majority of the members of MSMS, which 
I believe to be true, want MMS to be continued 
and to be broadened in scope and coverage, then 
I would like to present to you the thinking of 
many of your confreres and duly elected represen- 
tatives. 
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Improved Lines of Communication 

It is readily agreed by those close to the problem 
that the lagging enthusiasm on the part of many 
physicians in Blue Shield involves a breakdown 
in communication. The rapid growth of the 
Blue Shield Plans has created a problem in main- 
taining a constant flow of information to the 
participating doctor. At this point, I might ask 
the question, “Why the lack of 100 per cent active 
physician participation?” A combination of fac- 
tors has probably been responsible. For example, 
general prosperity has eliminated the need _ for 
assurance of his fees, and in some physicians’ 
thinking it has eliminated even the need for pre- 
paid health insurance. The false notion that a 
third party is dictating his fees is probably another 
factor. 

Through the years, the Plans have risen to the 
demands of the public, and without adequate ex- 
planation to the participating physician, have 
given the appearance of encroachment on his in- 
dividuality and the free practice of medicine. We 
must let it be known that Blue Shield earnestly 
and sincerely wants, needs and welcomes con- 
structive criticism and suggestions from physicians 
and that no suggestion or criticism is too trivial 
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or irrelevant to receive careful attention. Through 
these methods, in a spirit of good will and deter- 
mination, we doctors will assure a continuation of 
the improvement and success of Blue Shield under 
the aegis of the profession. 

It has been suggested that our professional re- 
lations force be further enlarged to comprise 
groups of participating physicians to combat lack 
of information among our colleagues in the in- 
formal atmosphere of our hospital lounges. In 
this regard each of us, after this particular meet- 
ing, can play a tremendously valuable part. 
Through improved dissemination of information 
and an awakened interest of the profession in 
Blue Shield, we believe that all problems can be 
met and solved as each physician exercises his 
fair share of influence in the determination of 
policies that will best serve his patients. 


Liberalization of Contracts 

There can be no argument that the ideal con- 
tract would give complete coverage of the. in- 
dividual from womb to tomb for a single sub- 
scription fee. But contrary to the belief of some 
individuals and groups, this contract would carry 
* There is no such thing 
as “free” coverage; it costs, and someone has 


a substantial “price tag.’ 


to meet that expense. However, as has been out- 
lined, plans for greater coverage for the subscriber 
are in the “hopper” and are being developed and 
will be made available at a cost that is actuarially 
sound and within the limits of ability of the 
subscriber to afford. It is imperative that this be 
done if we are to discharge our duty to the public 
(our subscribers) . 


Supervisory Control of Patients, Hospitals 
and Doctors 


For any plan to be successful, it has become ap- 
parent that faulty or improper utilization or extra 
cost to the carrier or subscriber must be kept 
at a minimum. We believe that this is not a one- 
way street; that it is not the infrequent doctor who 
is solely at fault or that it is his sole responsi- 
bility. The subscriber must be shown that his re- 
quest for unnecesary care, or services not covered 
in his contract will eventually result in increased 
premium rates and if sufficiently great might spell 
the demise of all voluntary health insurance. In 
addition, the hospitals must assume their rightful 
duty in controlling excessive and prolonged medi- 
cation, so-called extras and undue overstay. 
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Where and how we doctors fit into this program 
is the problem. Some years ago, it was recom- 
mended by the MSMS that review committees 
be appointed by each individual hospital staff in 
an attempt to find a solution to the problem we 
faced at that time. Some are still functioning, 
but I dare say most have been inactive for some 
time. Whether or not something along this line 
is the answer to the proper supervisory control 
of our present and contemplated Blue Shield 
coverage or that some other method should be 
devised must rest with the individual hospital 
staff, county society and/or this House of Dele- 
gates. Certainly suggestions and recommenda- 
tions that may come from resolutions and dis- 
cussions in Reference Committee will be eagerly 
awaited, and we hope that this problem will be 
given serious consideration. 


Action and Philosophy of the Profession 

The following remarks are the result of the 
thinking of many individuals, and committees, 
who have studied this problem over many months 
and are not solely original with me. They will 
apply not only to the matter of prepayment 
health service but also to the role government 
and/or other pressure groups may seek to play. 
In the past, we have been faced with a frontal 
attack and we knew, to a large degree, what 
we were up against, but now most of it is a 
flank attack, the endeavor to get a “foot in the 
doorway.” 


Replace Apathy with an Active, United Pro- 
fession.—Today there is a greater need for a 
united, forceful and informed profession than 
ever before. The basic reason for this special 
meeting of the House of Delegates was to give 
to you the information as to all the facets of pre- 
payment of health care as of this moment. 
Through you primarily, and with the help of 
others, it is hoped that each individual member 
of MSMS will be better informed so that after 
due deliberation, considered decisions may be 
made. Once those decisions are made by the 
majority, then it is incumbent upon each of us 
to make it as nearly unanimous as humanly 
possible. The road of apathy and disunity can 
only lead to disorder and possible disintegration, 
and we must sound a warning to all our colleagues 
who don’t care, or who are pulling in the op- 
posite direction. As I said before, we must be- 
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come a fighting unit to keep the Doctors Plan 
truly all doctors’ plan, to make it the best, and to 
give service to our subscribers so that the public 
will prefer the Doctors Plan to panel practice, 


organizational practice, governmental practice or 


any other scheme involving third party control. 


Free Choice of Doctors.—That the patient 
should have the free choice of physicians has 
been said many times before by many people, 
but to us it should never become a trite saying. 
We must continually prove to our patients that 
this right is an important one; one that under 
any of the methods stated before could easily be 
lost through directive of an intervening third 
party. Oh yes, some plans maintain that when 
the individual joins their group that they have 
freely chosen their physician, even though it is 
actually a group of salaried doctors. Ridiculous! 


Free Conduct in Medical Treatment.—As Presi- 
dent Dwight H. Murray of the AMA has so suc- 
cinctly stated: 


“Another freedom closely tied to freedom of choice 
is freedom in the conduct of medical treatment.” 


There should never be a third party telling you 
and me how we should treat and care for our 
patients. It is well known that closed panel plans 
claim to run more cheaply than Blue Shield plans. 
This is mainly because, by directives, the amount 
and type of laboratory examinations can be limit- 
ed, the amount of time spent with the patient 
can be designated and the treatment streamlined. 
It may be cheaper but it’s “short-change medi- 
cine.” 

The dangers of shifting responsibilities for medi- 
cal care from the patient and doctor to a third 
party are obvious. The caliber of medical care 
cannot be as high as that which you and I give 
the patient. Initiative succumbs to dictation and 
the doctor becomes a “clock-watcher.” 

Free choice of physician and free conduct of 
care engender a mutual confidence and trust be- 
tween the patient and the doctor that is so nec- 
essary for the well-being of the individual. Re- 
move this bond and the practice of medicine as 
you and I have known it, that priceless heritage 
passed on to us through the ages, is lost-——and 
once lost, can never be regained. 

This philosophy of our profession is not new, 
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it is not something esoteric, it is an every-day 
working concept that we all feel, share and be- 
lieve in. It is the driving force that enabled us 
to become doctors of medicine, that carries us 
through our long hours of work, our problems and 
tribulations, and above all, really endears us to 
our patients. : 


What Do the People Want? 


Of great importance also is the fact that any 
general service by professional people which is 
to be sold must (1) be what the public wants 
and/or needs; (2) be within reach of the aver- 
age man’s income. 

I propose that we find out what the public 
really wants and that we get incontrovertible evi- 
dence to that effect. This will help us greatly 
when we talk to certain pressure groups who 
would have us believe that the real wants of the 
people are the same as the demands made by 
the leaders of pressure groups. I question whether 
these pressure groups actually speak the will of 
all of the people—or of a majority of the people 
—who subscribe to Blue Shield. 

In other words, I propose that we go to the 
people through a survey or study that will give 
us part of the knowledge we need upon which to 
predicate any changes in our service as well as 
the information necessary to meet any false claims 
that may be made. 

I propose, further, that this study or survey 
determine the extent and willingness of people 
to pay for certain categories of medical and sur- 
gical service so that we can better determine upon 
the most attractive, as well as the most valuable, 
package to offer. For example: would the people 
prefer to have home and office calls covered 
rather than x-rays? Would our subscribers be 
more willing to pay for coverage of certain diag- 
nostic procedures than minor surgery? . . . and 
so forth. 

I do not mean that services offered through 
Blue Shield should be limited to the most popular 
of the services, for we would all agree that such 
would be medically and scientifically unsound. 
Furthermore, Blue Shield must represent all the 
profession and if it does not offer the broad variety 
of medical and surgical services it cannot do that. 

I merely indicate that with knowledge of what 
the public really wants, with knowledge of what 
the people are most willing to pay for, and with 
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these knowledges weighted by our own medical 
knowledge of what the public needs and what is 
actuarially possible within the limits of the public 
purse, we can arrive at the most attractive offer 
consistent with the public interest, consistent with 
our philosophy and consistent with the reasonable 
cost of our services. 


Action, United 
The actions we must take to preserve and im- 
plement these basic concepts must be arrived at 


by you and our confreres back home after due and 
careful deliberation. These must not be hasty 
decisions but a result of clear thinking and in- 
terpretation of the information given to you. 
The stand our united Society takes can, and will 
have far-reaching effect. Let us work for what 
is best for all the people and for the profession 
as a whole and attempt to sublimate any indi- 


vidual personal or selfish wish. Let us see the 


forest and not the trees! 


MICHIGAN MEDICAL SERVICE PAYMENTS TO DOCTORS OF MEDICINE 
By County of Residence, 1940 to December 31, 1956 
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A Method of Closing the Cataract Incision 


Combining a Corneoscleral Suture and a Large 


Sliding Conjunctival Flap 


UCCESSFUL removal of a cataract within its 
capsule requires a full half-limbus incision. 
This relatively wide incision in turn requires sur- 
gical closure with sutures. 
Two factors are of equal importance in this 
closure : 


1. To secure adequate strength in closure of 
incision, 

2. To secure adequate sealing of incision. 

The first, or strength factor, is best secured by 
some type of corneoscleral suture. The second, or 
sealing factor, is best secured by a large sliding 
conjunctival flap. This flap, drawn down from 
above, temporarily buries the corneoscleral suture 
and also covers the entire incision line. Thus, 
only by combining a corneoscleral suture with a 
large sliding conjunctival flap is completely ade- 
quate surgical closure secured. 

Adequate strength of incision closure, obtained 
only by some type of well-placed corneoscleral 
suture, is the best insurance against vitreous loss. 
This applies to vitreous loss at the time of opera- 
tion or later during convalescence and is of such 
obvious importance than no more need be said 
concerning this complication. 

Adequate sealing of the incision, obtained only 
by a large sliding conjunctival flap, while adding 
but little to the strength of the closure, is the best 
insurance against delayed restoration of the an- 
terior chamber. This delay in the reforming of 
the anterior chamber is not infrequent, and can 
result in many unpleasant and serious conse- 
quences. 

Postoperative complications attributable to de- 
lay in reformation of the anterior chamber include 
such situations as prolapse of the iris, hemorrhage 
from iris, infection of the open incision, intraocu- 
lar infection, iridocyclitis and degenerative changes 
of the cornea or vitreous with subsequent opacity 
of these structures. Secondary glaucoma may fol- 
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W. C. Behen, M.D. 
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low occlusion of the drainage angle by anterior 
synechia forming at the iris base, or by epithelial 
ingrowth and proliferation through the delayed 
closure of the incision, 

Some modification of the following technique 
may suit you better. It does not matter just how 
this procedure is done provided both required 
features of closure, strength and sealing, are ac- 
complished. Any type of well-placed corneoscleral 
suture will do, provided it is followed with a suf- 
ficiently large sliding conjunctival flap to cover the 
entire incision line. However, the principle of 
burying both a well-placed corneoscleral suture 
and the entire incision line with the sliding con- 
junctival flap must be carried out. Neither pro- 
cedure alone is sufficient: combining them gives 
adequate surgical closure. During the past five 
years I have performed operations by this method, 
and now use the following technique: 

Starting as in a simple enucleation, the limbal 
conjunctiva is circumcised as close to the cornea 
as possible, leaving no epithelial tags attached to 
the edge of the cornea to get caught later and 
implanted in the incision. This circumcision is 
done throughout the upper three-fifths of limbus. 
The conjunctiva is now undermined far back so 
no tension will be present when the flap is later 
slid down over the corneoscleral suture and the 
entire incision line. After the flap is thus pre- 
pared, it spontaneously retracts out of the way and 
allows an easy opportunity to place the simple 
corneoscleral suture. 

Using a Davis-Geck double-armed black silk 
suture, No, Seven-0, with an atraumatic needle, a 
very simple horizontal corneoscleral suture is 
placed, one bite in the cornea and one in the 
sclera. Firm corneal and scleral fixation is ob- 
tained by using a Burch double-pointed corneal 
pic. This firm fixation makes the placing of the 
corneoscleral suture relatively easy. It is impor- 
tant that these parallel bites be spaced exactly 
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opposite each other laterally, that is in the same 
vertical meridian, to avoid torsion of the lips of 
the incision in closure. When the needle has en- 
tered for the scleral bite and before the needle is 
entirely through, if it is found that the bite is not 
exactly opposite the corneal bite, the needle must 
be withdrawn and reinserted so that it will be 
exactly opposite the corneal bite. Needless to say 
both the placing of the corneoscleral suture and 
the tying of the corneoscleral suture should be 
done under the best of visual conditions, prefer- 
ably under loupe inspection. 


With the corneoscleral suture accurately placed, 
and the suture loops laid well back out of the way, 
a full half limbus incision is made with a Graefe 
knife—-emerging between the corneal bite and the 
scleral bite of the corneoscleral suture; these two 
bites having been placed about 2 mm. apart. For 
those who wish to use a keratome incision with 
lateral scissors enlargement this substitution could 
be made without any change in technique, and 
with probably slightly less danger of cutting the 
suture. 

After an iridectomy, either peripheral or com- 
plete, and after the lens has been extracted, the 
iris pillars may be replaced either before or 
after the corneoscleral suture is tied, depending 
somewhat upon the apparent need for haste in 
tying the corneoscleral suture. This suture should 
be tied with a simple square knot and not too 
much tension used to avoid wrinkling or invert- 
ing of the edges of the incision. A tension knot 
should be avoided as it is apt to invert the edges. 
The suture, when properly placed and tied, now 
appears as a box-like or mattress-like square suture 
entirely without, and lying across the surface of 
the incision, rather than incorporated within any 
portion: of the lips of the incision. Fairly long 
ends are left on the suture, approximately 2 to 
3 mm. This will assist in its removal at a later 
date. 


The conjunctival flap is now ready to be slid 
down, and, for this purpose it is both convenient 
and economical to use the discarded ends of the 
double-armed suture which has already served 
for the corneal suture, each end being now armed 
with a single needi¢.. These lateral conjunctival 
sutures are inserted at approximately 1:30 and 
4:00 o’clock on the limbus and 10:30 and 8:00 
o'clock on the limbus. Slight variation in the 
position of these sutures may be used, or they may 
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be removed and re-inserted, or additional sutures 
may be used in order to get adequate coverage 
of the incision line. If the flap seems a little tense 
in any area, it may be snipped slightly in the 
center with scissors to relieve any undue tension 
on the cornea. Usually two simple lateral sutures 
will suffice to give adequate incision coverage. In 
tying the conjunctival sutures, the first knot of 
each suture should be a tension knot. Otherwise 
there is a tendency, due to the retracting of the 
flap, for the first knot to become partly untied be- 
fore the second knot can be placed. These con- 
junctival sutures cut out spontaneously after the 
fourth or fifth day, allowing the conjunctival flap 
to automatically retract upward and expose, or 
at least partly expose, the corneoscleral suture. 


The corneoscleral suture is not removed until 
about the twelfth day, thus insuring against any 
accidental opening of the incision during its re- 
moval. If the suture is not completely exposed 
by the spontaneous upward retraction of the con- 
junctival flap, it may easily be exposed fully by 
teasing upward the still slightly loosened edge of 
the conjunctival flap. This upward teasing of 
the edge of the conjunctiva may best be done by 
a cotton applicator saturated with cocaine and 
adrenalin. This gives a well-anesthetized and 
bloodless field for the removal of the suture. If 
the suture is still slightly buried and does not 
readily present itself for a scissors removal, a very 
easy way to remove it is to slide the point of a 
cataract knife, cutting edge out, under one of its 
loops. This procedure should be done under 
loupe inspection thus guaranteeing against any 
trauma in its removal. 


If by accident the corneoscleral suture should 
be cut at the time of making the incision, or if 
the corneoscleral suture should break during the 
process of tying it, then no attempt should be 
made to slide down the conjunctival flap without 
first reinserting and tying down a new corneoscler- 
al suture; otherwise the conjunctival flap, when 
sliding downward, will likely catch in the edge 
of the only partly closed incision and may result 
in unexpected complications. Under such cir- 
cumstances the wound is probably already partly 
gaping, and any attempt to slide down the con- 
junctival flap will simply make matters worse. 
Rather than attempt to do this, it would be safer 
to close the eye at once without further manipula- 
tion. 
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The use of a sliding conjunctival flap alone 
to close the cataract incision, as suggested orig- 
inally by Kuhnt, has largely been discarded. I 
believe thatthe reason this method is not more 
generally used today is that it is difficult to ac- 
complish and is actually an unsafe procedure 
unless the lips of the incision are first securely 
closed with a corneoscleral suture. A sliding con- 
junctival flap, if used without a primarily placed 
corneoscleral suture, must be pulled down simul- 
taneously on both sides. This is a bothersome 
procedure and requires trained assistance. Such 
is not the case when a corneoscleral suture is 
first used to give a firm smooth non-buckling base 
over which the conjunctival flap slides easily and 
smoothly without any catching in the wound or 
tendency of the corneal lip to buckle. This 
tendency of the cornea to buckle is a definite dan- 
ger when the corneoscleral suture is not used first. 


I wish—at the danger of repetition—to empha- 
size the fact that if this method of closing the 
cataract incision has any merit, and I believe it 
has, it is because of the combining of two older 
procedures, namely, a sliding conjunctival flap 
and a corneoscleral suture. 


Routine therapeutic procedure consists of: 3 
grains of phenobarbital several hours prior to 
operation, one drop of | per cent silver nitrate in 
vj, several hours prior to operation, blocking of 
the seventh nerve, retrobulbar ciliary novocaine 
bloc with 1 or 2 minims of adrenalin added if 
the patient’s blood pressure is within normal 
limits, cocaine and adrenalin surface anesthesia, 
homatropine at beginning of preparation. If 
capsule has been delivered without rupture, eser- 
ine is used; if capsule has ruptured, and any 
cortex remains, atropine is substituted for eserine. 
White’s ointment and routine dressing complete 
the’ procedure. 





Patients upon whom this method of cateract 
closure has been used may with safety be allowed 
a great deal more freedom than with former meth- 
ods of closure. I have no hesitancy in allowing 
them to turn upon either side within six hours 
after operation. If necessary, and conditions in- 
dicate, they may get out of bed safely on the 
second or third day, although this is not a routine 
procedure. Such increase of postoperative free- 
dom and mobility is of course in direct conformity 
to the new era of ambulation being allowed all 
surgical patients, particularly elderly surgical pa- 
tients. 

In a series of 100 consecutive cases upon whom 
this type of closure was done, all but four are 
able to read ordinary newspaper print as a final 
visual result There were no eyes lost. Post- 
operative astigmatism has been reduced by an 
average of one or more diopters over previous 
results. There is more postoperative redness pres- 
ent in these cases for a few weeks than in cases 
where no large conjunctival flap has been used; 
however, this redness is not true pathologic red- 
ness and has no apparent clinical significance. Of 
the above 100 cases all but three had good an- 
terior chambers present at the first dressing on the 
third day. The delaying factor in one of these 
three was a very slight incarceration of one iris 
pillar. One patient became confused, got out of 
bed, and removed all his dressings three hours 
after operation. Upon examination he was found 
to have a well formed anterior chamber. 


In conclusion, this procedure adds no more 
than five minutes to the time required for the 
usual cataract operation. Most of the manpula- 
tion is done prior to the section when the savings 
of a few minutes of time is of no importance. It 
adds no risk to the operation, and, at least in 
my hands, has materially lessened complications 
and given better end results. 





POLIO PUNCH LINES 


Three newspapers carried these punch lines in 
editorials recently in. an effort to get people under fortv 
inoculated against polio: _ 

“It seems odd to have to encourage anyone to take 
shots—almost as odd as it would be to have to en- 
courage a hungry man to eat or a drowning man to 
reach for a life preserver.’”’—Louisville Times. 
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“A nation which for years cheerfully contributed funds 
to find protection from polio soon may be in the odd 
position of having to raise money to get people to use 
it!”’—Long Island, N. Y., Star-Journal. 

“The means of licking a very serious disease are at 
hand. But vaccine does not climb down off a shelf 
and inject itself.”—-Charlotte, N. C., Observer. 
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Spring Valve Mitral Prosthesis 


Report of One Case with One-Year Follow-Up 


By James H. Wible, M.D., Lyle F. Jacobson, M.D., Prescott 


SATISFACTORY method for the surgical 

treatment of mitral insufficienecy has been 
sought for many years. Many approaches to the 
problem have been made, The currently promi- 
nent methods are the circumferential suture’ and 
polar cross fusion.?, These two methods are ad- 
vocated primarily for those patients who have 
their insufficiency resulting from a dilated mitral 
annulus with pliable leaflets; not a calcified and 
fixed valve. 

Despite the anatomic deformity, insufficiency 
results from a loss of effective, coapting, valvular 
tissue; an absolute or relative loss. It has been our 
working premise, therefore, that this deficient area 
can best be corrected with a prosthesis. The 
frame for such a prosthesis was fabricated from 
a spring alloy made by the Elgin National Watch 
Company for use in the main spring of their 
watches.* The frame was then covered with com- 
mercially available nylon (Fig. 1). These devices 
were placed in the left ventricles of experimental 
animals (Fig. 2) and were found to control both 
induced and spontaneous organic mitral insuff- 
ciency. No deleterious effects were found upon 
following the animals for many months and the 
valvulogenic properties of the prosthesis were 
noted.*** 

After obtaining encouraging results from fol- 
lowing these animals for twenty-two months, it 
was felt that clinical trial was warranted. One 
functional Class IV patient was selected who was 
rapidly deteriorating because of pure mitral in- 
sufficiency. 


Case Summary 


M.S., a woman thirty-three years old, is a patient who 
has been followed in this hospital for many years. In 
her past history, there were no symptoms of rheumatic 
fever. At age fourteen, she developed the onset of 
From the Departments of Medicine and Surgery, 
Wayne State University College of Medicine, Detroit 
Receiving Hospital, and Dearborn Veterans Administra- 
tion Hospital. Aided by grants from Michigan Heart 
Association, Receiving Hospital Research Corporation, 
and Public Health Grant H-2553. 

*Material and technical advice, courtesy Mr. Thomas 
R. Green, Elgin National Watch Company. 
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Jordan, Jr., M.D., Charles G. Johnston, M.D., 
and Harper K. Hellems, M.D. 
Detroit, Michigan 


bronchial asthma and she has been known to have a 
“heart murmur” for the last nine years. The first 
episode of heart failure occurred in 1953 and responded 
well to digitalization. At that time, she had only slight 
cardiac enlargement. In the ensuing three years, the 
patient was admitted to the hospital at increasingly 
frequent intervals in failure. For one year prior to 
operation, she had been totally incapacitated because 
of profound fatigue and marked exertional dyspnea— 
able to take only a few steps without resting. By serial 
x-ray examination, there had been rapid enlargement 
of the left ventricle. ; 

Physical examination at the time of admission to the 
hospital on March 26, 1956 revealed temperature 98°, 
pulse 132, respiration 32, blood pressure 135/90. Gen- 
eral appearance was of a chronically ill woman with 
apprehension and shortness of breath. 

Neck vein distention at 45°. 

Lungs: moist rales at both bases. 


Heart: frequent extrasystoles, PMI 15 cm. left of 
the sternal border. Grade 4+ apical murmur with 
marked systolic thrill. Grade 2 mid-diastolic murmur. 

Liver: 5 cm. below right costal margin. 

Extremities: 4+ pitting edema. 

Circulation time 33 seconds arm to tongue. 

Venous pressure 120 mm H_O. 

EKG: non-specific myocardial damage and left ven- 
tricular hypertrophy. 

Hemodynamic studies, performed in January, 1955, 
when the patient was out of failure, showed normal 
cardiac output and normal pressures in the pulmonary 
artery and pulmonary capillary bed; the latter ex- 
cluding significant organic mitral stenosis. 

The patient was treated intensively with digitalis, 
mercurial diuretics, salt restriction and bed rest with 
resolution of the signs of acute failure. It was felt that 
this was the optimal time in this patient’s course to 
offer operative intervention. 

On April 5, 1956, this patient was taken to the 
operating room and a routine left thoracotomy was per- 
formed through the bed of the fifth rib. Upon opening 
the chest, the blood pressure dropped to 50/0 and re- 
mained at this level or lower throughout the remainder 
of the procedure. The mitral valve was explored and 
there was a marked regurgitant jet noted. (Grade V on 
a scale of O-V as estimated by digital palpation.) In ad- 
dition, the anterior leaflet was freely movable, the pos- 
terior leaflet was thickened and rolled under, and there 
was no element of stenosis found. A prosthesis was in- 
serted that stopped only part of the jet. At this time, 
the left ventricle began to dilate and the beat became 
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ineffectual. The prosthesis was immediately removed and 
massage was instituted which improved the beat but 
not the dilatation. A somewhat larger prosthesis was 
inserted, but the effect upon the jet could not accurately 
bé determined because of the marked hypotension at that 


Fig. 1. Prosthetic frame; nylon covered and shaped 
prosthesis, 


time. By palpation, however, the prosthesis could be felt 
to be in the proper position and to move as it should to 
be functional. It was sutured in place and almost im- 
mediately decrease in the dilatation of the left ventricle 
was noted. The chest was closed and one hour later 
the blood pressure had returned to the preoperative 
level and the patient responded from her anesthesia. 

The postoperative course was uneventful, and the pa- 
tient was discharged from the hospital on the fifteenth 
postoperative day. 

The following early and long term observations have 
been made: 

Grade 2+ systolic murmur one hour postoperative. 

No alteration in bleeding, clotting, clot retraction or 
prothrombin times. 

No free serum hemoglobin. 

Continued normal platelet count. 

BSP unchanged from normal. 

BUN unchanged from normal. 

Transient rise in serum bilirubin cleared by the 11th 
postoperative day. 

Hemoglobin stabilized at 10.5-11.5 grams at one 
month. 

Transient rise in reticulocyte count with return to 
normal at one month. 

Ten hours postoperative, the patient volunteered she 
could “breathe easier.” 

Seven days postoperative, she could walk 90-foot hall 
in the hospital without respiratory distress. 

She was able to lie flat in bed the eighth postoperative 
day. 

Fluoroscopy revealed the prosthesis to have directional 
motion with about 15° to 20° up-and-down motion. 

Teleoroentgenograms first showed some decrease in 
heart size at six weeks and gradually decreased in size 
to one year. 
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One month postoperative, the patient was readmitted 
with a febrile episode suspected of being subacute bac- 
terial endocarditis but never proven by culture. Therapy 
was given for three weeks, and the patient became 
afebrile after thirteen days of treatment. The apical 
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Fig. 2. Technique of retrograde insertion of pros- 
thesis. 


murmur regressed to grade III+. Subsequent to this, 
the patient has had intermittent episodes of unexplained 
auricular tachycardia which have resolved spontaneously. 


Discussion 


Follow-up of this patient for one year has con- 
firmed many of the observations made in animals. 
First, there has been no evidence of alteration of 
the blood elements, i.e., no hemolysis or altera- 
tion in clotting mechanisms. By fluoroscopy, con- 
tinued directional motion is noted, Since the pa- 
tient is still living, we have not been able to show 
that the prosthesis has been covered by endothelial 
tissue as occurs in the animal. However, there 
has been no evidence of embolization either of 
clot or the prosthesis itself as has been reported 
with other foreign bodies placed in the left ven- 
tricle.*® 


It has been the clinical impression of the com- 
bined medical and surgical group that has fol- 
lowed this patient closely in clinic that her rapid 
downhill course has at least been modified. Sub- 
jectively and semi-objectively, the patient is im- 
proved in that she can climb a flight of eight steps 
without distress. She is able to get about to do 
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part of her housework and shopping. Objectively, 
serial chest x-rays show a reversal of the rapid 
increase in size of the heart to some reduction in 
overall size (Fig. 3). 
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Fig. 3. Superimposed before and after teleoroentgenograms and lateral 
projection (prosthesis retouched for printing). 


With the results obtained in the one patient 
with far-advanced mitral insufficiency, we have 
been encouraged to proceed to further clinical 
trial of the spring valve in an attempt to deter- 


mine whether it might have a place in the arma- 
mentarium for the control of valvular heart dis- 
ease. 


Summary 
1. The basis for the clinical trial of the mitral 
spring valve is discussed. 
2. Clinical summary of one patient with one 
year follow-up is presented. 
3. Encouraging results lead us to believe fur- 
ther clinical trial is indicated. 
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GRAND RAPIDS TORNADO SUMMARY 


At a recent meeting of the Committee on National 
Defense, W. B. Prothro, M.D., reported briefly on the 
Grand Rapids tornado and the fact that about thirty 
minutes prior to the time the tornado hit, a TV train- 
ing course had just been broadcast advising what to do 
in a tornado. It was felt that this helped in some respect 
those persons who happened to be watching at the time. 
The alert was out by 3:00 p.m., ambulance personnel 
were ready at the time the storm hit. Casualty care 
station was set up at the Grand Rapids Armory for 
screening of patients before they went to hospitals. Lights 
were out for a couple of hours in two hospitals, and 
since that time auxiliary equipment has been secured 
in case such an emergency should arise again. Doctors 
and nurses were alerted and on the job promptly. Blood 
banks were in full use by 10:00 p.m., and far more 
prospective donors available than needed. 


The Committee was informed that the Grand Rapids 
June, 1957 


hospitals were able to absorb the number of casualties. 
There were 181 homes destroyed, 144 damaged, forty 
trailers destroyed, thirty-four damaged, seventeen persons 
killed, 219 injured. The Committee was further in- 
formed that dead animals became a problem and needed 
to be hauled away. Excellent response was secured in 
housing the displaced persons in private homes, hos- 
pitals, hotels, and good care was taken of all those in 
need. Feeding stations were established and, although 
they were not too busy, large quantities of prepared food 
were contributed by the hospitals, with all material 
being donated without question by various suppliers. 

The problems that existed were communication; chain 
of command, who was to be in charge; lack of top level 
direction; medical identification cards; and traffic jam 
at the hospitals themselves. The hospital kitchens pre- 
pared 12,000 meals and trucked them out to the points 
in the area needed. 
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DIVERTICULA OF THE CECUM: 
A REPORT OF SEVEN CASES 


WILLIAM J. MILLER, M.D., and 
JOSEPH A. WITTER, M.D. 


Diverticula of the cecum are more common 
than has been thought. They occur in 0.7 per 
cent of cases of diverticulosis of the left colon. 
It is thought that they are due to the retention 
of a transient appendix which appears early in 
fetal life. They usually show all three layers of 
the bowel wall, but differentiation between “true” 
and “false” types may be unsatisfactory. The di- 
verticula may become inflamed, producing the 
clinical picture of an acute condition of the 
abdomen, usually diagnosed as acute appendicitis. 
A definite differential can be made only by lapar- 
otomy in the acute phase. When the diagnosis 
can be made without operation, conservative man- 
agement may be best. At surgery, simple excision 
is recommended. Resection and primary anasto- 
mosis carry a much higher mortality rate. The 
most frequent complications are perforation and 
abscess formation. 

Seven cases of cecal diverticula are reported 
from the Highland Park General Hospital. Six 
were diagnosed at operation for acute appendici- 
tis. One was found radiologically in a patient 
with a peptic ulcer. Surgical treatment was car- 
ried out by excision or inversion in three of the 
cases in which operation was performed. Two 
others had a resection and anastomosis in two 
stages. One patient operated upon had cecal di- 


verticula uninvolved by his appendicitis. They 
were not excised, 

The diagnosis was confirmed microscopically 
in those cases in which the lesion was described. 
Pulmonary embolism and adynamic ileus com- 
plicated two cases, but all patients recovered. 


OBSERVATIONS ON THE TREATMENT 
OF ATRESIA ANI 


D. W. McLEAN and T. C. ARMINSKI 
(Read by title) 


LETHAL COMPLICATIONS 
OF NASAL OXYGEN 
W. W. GLAS, M.D., and JACK W. MARRS, M.D. 


Nasal oxygen has been widely used for the treat- 
ment and prophylaxis of shock and respiratory in- 
sufficiency. Depending upon a variety of factors, 
acute gastric and gastro-intestinal dilatation can 
occur from nasal oxygen with fatal results. 


Seven clinical cases are presented, two in de- 
tail. Six of these patients died from the acute gas- 
tric dilatation. 


Experimental gastric dilatation in dogs revealed 
marked changes in respiration, cardiac action and 
blood pressure, with death due to respiratory 
failure. 


Early recognition of this syndrome is imperative 
to avoid death. A method of treatment for severe 
gastric dilatation, which is experimentally satis- 
factory, is presented. 


Meeting of January 28, 1957 


PROGNOSIS IN ARTERIAL INSUFFICIENCY 
ASSOCIATED WITH CLAUDICATION 
AND ULCERATION 


HERBERT J. ROBB, M.D., JOHN W. BOWDEN, 
M.D., and RUDOLPH CASTELLANI, M.D. 


In patients with symptomatic peripheral oc- 
clusive disease who have segmental arterial blocks, 
many good results have recently been obtained 
by arterial gratfing procedures. With a view to 
the future evaluation of this type of treatment, 
we decided to study a group of individuals with 
peripheral arterial insufficiency on whom lumbar 
sympathectomy alone had been performed. An 
attempt was also made to determine the factors 
which influence the prognosis of patients with 
arterial insufficiency. 
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In all, 140 male patients, seen at the Dearborn 
Veterans Administration Hospital, were studied. 
The average follow-up period was three years. 


The 140 patients were grouped according to 
the indication for surgery, which was ulceration 
(or gangrene) in fifty-five patients and claudica- 
tion alone in eighty-five cases. They were also 
divided into diabetic and non-diabetic groups. 


While there was no significant differences be- 
tween the ulceration and claudication groups in 
regard to the relief of night pain or claudication, 
amputation and mortality rates were definitely 
higher in the ulceration group. 

The diabetic group did more poorly than the 
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non-diabetic. However, a careful analysis of each 
of these groups revealed that the higher propor- 
tion of ulceration cases in the diabetic group was 
responsible for the difference. Actually, non-dia- 
betic patients with ulceration did just as poorly as 
diabetic patients with ulceration and diabetic pa- 
tients with claudication did just as well as non- 
diabetic patients with claudication. 

Walking ability, the distance travelled before 
claudication occurred, was usually not improved 
after sympathectomy. 

It is concluded that all patients with sympto- 
matic peripheral occlusive disease should be 


studied by arteriography in order to select those 
with segmental arterial blocks. Arterial grafting, 
which now seems to offer better results, may well 
prove to be the treatment of choice in this type of 
patient. 

THE RESULTS OF GRAFTING SURGERY 
OF PERIPHERAL OCCLUSIVE DISEASE 


D. EMERICK SZILAGYI 
(Read by title) 


SURGICAL ASPECTS OF CORPUS 

LUTEUM CYSTS OF THE OVARY 

CARL COFFELT and C. S. STEVENSON 
(Read by title) 


Meeting of February 25, 1957 


THE STAPES MOBILIZATION 
OPERATION FOR OTOSCLEROSIS 
JAMES E. CROUSHORE, M.D. 


It has been known for more than a century 
that osteogenesis in the region of the oval window 
results in fixation of the stapes and produces deaf- 
ness. In otosclerosis, when there is good cochlear 
reserve, improvement in hearing can be expected 
either when the stapedial footplate is remobilized, 
or when a surgically created fenestra is made into 
the perilymphatic space. It remained for Lempert 
to develop a practical one-stage operation for 
fenestrating the lateral wall of the horizontal 
semicircular canal. Lempert’s technique today 
gives improvement in hearing to the practical un- 
aided level in about 75 per cent of the ears oper- 
ated on the ideal candidate. 


The history of efforts to mobilize the stapes 
parallels the development of ossicular surgery, 
which reached a rather high level of technical 
achievement about the end of the 19th century 
and the beginning of the 20th century. In most 
instances, stapes mobilization was incidentally em- 
ployed in the process of eliminating infection and 
diseased ossicles and gave way to stapedectomy, 
which eventually was abandoned as a futile pro- 
cedure to improve or restore hearing. 


In 1946, Lempert presented a technique for dis- 
engaging the tympanic membrane from its an- 
nular attachment, permitting exposure of the 
middle ear structure for tympano-sympathectomy. 
This approach is useful for securing middle ear 
biopsies, cutting adhesions and visualization of the 
middle ear structures. It was employed by Rosen 
to test for the mobility of the stapes to determine 
suitability for fenestration surgery. During the 
testing for ankylosis, he found the stapes was in- 
advertently remobilized in a few instances, with 
consequent improvement in hearing. This ex- 
perience led to the suggestion of employing this 
approach for surgical treatment of otosclerosis. 
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Since the fenestration operation is designed to 
by-pass sound waves around the fixed ossicular 
chain directly to the newly created fenestra in 
the horizontal canal, the pathologic lesion is not 
disturbed. The stapes mobilization approach, how- 
ever, directly attacks the pathologic lesion at the 
oval window. Under ideal conditions, the mobili- 
zation operation completely respects the integrity 
of the tympanic membrane-ossicular chain vi- 
bratory mechanism, so that the mechanical ad- 
vantage of this impedance matching mechanism 
is not lost. In most instances, when a good result 
is obtained, the hearing will return to a higher 
level after mobilization than after fenestration. 


Since the mobilization operation is less de- 
bilitating to the patient, it has a wider variety of 
applications. When hearing loss in one ear is 
minimal, but handicapping in the other, binaural 
hearing may be obtained with little morbidity. If 
one ear has been fenestrated successfully, the 
patient may be more inclined to undergo the 
smaller operation on the opposite ear. In ad- 
vanced mixed deafness, enough improvement may 
be obtained to render a hearing aid more efficient. 
Individuals who have a moderate hearing loss, 
but are not handicapped for ordinary social con- 
versation, yet need better hearing for their occu- 
pation, such as school teachers, store clerks, sec- 
retaries, et cetera, would be justified in submit- 
ting to the mobilization operation, but would 
hesitate to undergo the more debilitating fenes- 
tration operation. 


The operation is done under local anesthesia. 
Excellent lighting must be available. Magnifica- 
tion must be employed, using magnification vary- 
ing from 3 to 15 times the actual size. After the 
tympanic membrane is elevated from the tympanic 
sulcus in the posterior half, the membrane is then 
reflected forward, exposing the middle ear struc- 
tures. The stapes is mobilized by a combination 
of manipulations. The commonest cause of fail- 
ure ig the breaking of the crura. This can be 
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avoided in most instances by prying the footplate 
of the stapes loose, rather than trying to loosen 
it by backward pressure on the head and neck 
of the stapes. A vibrating mechanism attached to 
the handpiece of a dental drill is of value in some 
cases. 

Various methods are employed in the operating 
room for testing the hearing before and after 
mobilization. In most instances, the operator can 
obtain fairly accurate information as to whether 
or not the stapes has been mobilized. 

Although there is very little debility associated 
with this operative procedure, the procedure, tech- 
nically, is very difficult and should not be at- 
tempted until one has first performed the oper- 
ation repeatedly on the cadaver. Complications 
can occur, but these can be kept to a minimum 
with improved technique. The complications re- 
ported in the literature are incudo-stapedial dis- 
location, crural injuries, hemorrhage, bony spi- 
cules or bone dust permitted to remain in the 
middle ear, tympanic membrane perforations, fa- 
cial paralysis, and postoperative infection. 

In well-selected candidates, one can reasonably 
expect about 40 per cent of the individuals oper- 
ated on to obtain good practical hearing. 


RESULTS OF GRAFTING THERAPY 
IN PERIPHERAL ARTERIAL 
OCCLUSIVE DISEASE 


R. T. McDONALD and D. E. SZILAGYI 


The report deals with the results observed in 
168 cases of peripheral occlusive arterial disease 
operated on between January 1, 1953 and 
December 31, 1957. Operative indications in this 
series included intermittent claudication severe 
enough to interfere with the patient’s mode of life, 
rest pain, impending gangrene, and a remediable 
lesion as visualized by arteriograms. The surgical 
technique in aorto-iliac disease was resection, in 
the femoral areas resection, exclusion and by- 
passes. Forty of the lesions were aortoiliac, thirty- 
three iliac and ninety-five femoro-popliteal; all 
operations were followed by serial postoperative 
aortograms. Of the forty aorto-iliac lesions, thirty- 
seven (92 per cent) showed early and thirty-six 
(90 per cent) showed late success. The rate of 
early and late good results among the other cases 
was as follows: Iliac operations 75 per cent and 72 
per cent, femoro-popliteal operations 77 per cent 
and 46 per cent. In the entire group of 168 cases, 
there was an immediate success rate of 81 per cent 
and a late success rate of 60 per cent. 


In looking for the causes of late failures, the 
most common factor leading to the obliteration 
of a previously patent graft was found to be the 
progression of the original occlusive disease 
process. Technical operative details did not play 
an important role. Deterioration of the homo- 
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grafts was a rare cause for the loss of a previously 
good result but degenerative changes were ob- 
served fairly commonly (in about 17 per cent of 
the cases) ; these may lead to later occlusion. 


RADIO-ISOTOPE AMINO ACID 
METABOLISM OF THE PANCREAS 


ROBERT D. WEBER, M.D., MELVIN SIKOV, PH.D., 
and ROBERT M. WHITROCK, M.D. 


The effect of secretin and parasympathomi- 
metic stimulation of the pancreas in healthy dogs 
is shown by measuring the increased uptake of 
a radioactive amino acid (L-Methionine S-35) in- 
jected intravenously. 

In acute experiments, the common bile duct 
was transected and cannulated to collect bile, 
while an isolated duodenal loop was _ likewise 
cannulated to collected pancreatic secretions. Dur- 
ing a one-hour collection period and compared 
with a control series, the radioactive methionine 
was shown to increase in pancreatic secretions 
and in the pancreatic tissue itself. Secretin pro- 
duced only a slight increase in these values but 
parasympathetic type stimulation (Urecholine in- 
jection) increased the uptake of pancreatic tissue 
five-fold and increased the amount in pancreatic 
secretion almost twenty-fold. 


EFFECT OF ADMINISTRATION OF 
METABOLIC MATERIAL EFFECTIVE 
FOR DISSOLVING CHOLESTEROL ON 
THE HEPATIC BILE OF PATIENTS 


CHARLES G. JOHNSTON and FUMIO MAKAYAMA 


Human hepatic bile is saturated with cholesterol 
and will hold no additional cholesterol. The bile 
of the dog, cow, pig and sheep are not saturated 
with cholesterol and will take up additional choles- 
terol. Stones placed in the gall bladders of the 
latter animal will be dissolved in a matter of a 
few months. With the addition of a preparation 
of ox bile salt-lecithin, animal bile can be made 
much more effective in dissolving cholesterol or 
human gallstones than normal animal bile. This 
material can easily be introduced into the hepatic 
bile of man in effective concentrations. Studies 
on patients illustrating the effect of introducing 
materials effective in dissolving cholesterol into 
hepatic bile of patients is presented. 





TUBERCULOSIS CASES IN DETROIT 


In 1956 there were 2,586 new cases of tuberculosis 
discovered in Detroit according to Health Department 
records. 

Of these new cases 1,618 were active tuberculosis; 
172 active cases were found through the mobile chest 
x-ray unit survey.—Detroit Medical News, May 13, 1957. 
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Philosophy and Facts 


Do we want to keep our public trust—Michigan Medical 
Service? 

The pioneering spirit that permitted the establishment of 
this program in 1939 is necessary today, if we are to meet 
the demands of a changing economic, political and social 
climate. 

We have an alternative. We can place our heritage in the 
hands of others—big government, big labor or big business. 

What is your choice? 

The basic philosophy of the medical profession is and has 
been to provide everybody across the board with medical care 
at a price he can afford to pay. The early thinking of the 
founders of Michigan Medical Service formulated the prin- 
ciple of the service plan and prescribed the utilization of 
community rating based on integration rather than segrega- 
tion of risk. 

Time has passed and with it has come change. 

Changes in medical science itself necessitate changes in 
coverage by insurance and in cost of that coverage. 

Changes in people’s demands and needs must be reflected 
in the provisions of insurance policies. Experience has shown 
that today there is both a demand and a need for coverage 
other than that necessary for strictly catastrophic conditions. 

Changes in political and social philosophies, particularly 
as related to security of which health is a segment, require 
alterations in the operations of insurance mechanisms. 

The people are partners of the doctor in these plans and 
should be accorded their just place in the partnership. 
Everyone is personally and individually concerned with 
health; not just the facilities for care, not just the quality of 
care or the convenient availability of it, but with its costs 
as well. 

Because voluntary health insurance and prepaid medical 
care are of such vital, direct and personal concern to such a 
large percentage of our population, we are rapidly approach- 
ing the day when these programs will be regulated by legis- 
lation unless all of us—doctors, hospitals insurance and 
service plans, people and all purveyors of health services 
assume the responsibility of voluntary regulation and re- 
straint. This is a stern reality. 

The apparent need for evaluation and re-evaluation at 
both local and state levels on a systematic, realistic and 
fair basis cannot be ignored. 

Our only answer is to meet economic and social change 
with intelligent application of a combined economic and 
scientific realism based on tested philosophy and accompa- 
nied by sound fact. 

It will take courage. Doctors have it. 


tick Val W-AD 


President, Michigan State Medical Society 
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YEAR OF DESTINY 


The year 1940 was of great significance in medi- 
cal socio-economics, especially for the people of 
Michigan. That year saw the accomplishment of 
prepaid medical care for our people. Michigan 
Medical Service, our Blue Shield, became a fact. 
The feasibility of guaranteeing, on the community 
state-wide experience basis, the professional care 
for our patients was an established demonstration. 


The medical profession had recognized a com- 
munity need which it alone could solve. The age 
old custom of caring for patients who were des- 
perately in need financially as well as medically, 
left patients as well as doctors unhappy, collections 
averaging 60 per cent of charges and much of the 
doctor’s effort necessarily devoted to economic 
stress. For years, appeals to the insurance indus- 
try had been fruitless, appeals to our national 
officers met with the rebuke—“‘Just practice medi- 
cine—leave medico-economics to the insurance 
companies.” 

Ten years of study by ambitious pioneers of 
medicine in Michigan, trial and error, rebuff from 
some, encouragement from enough to assure a 
worthwhile effort, enthusiasm for a worthy objec- 
tive, and repeated return to the fray, gave us 
Michigan Medical Service. Many of those un- 
daunted dreamers are still in there fighting. 

The year 1940 saw a division of the medical 
men into two generations. Before that time, every 
soul of them knew the pangs of unemployment 
of their people, as well as of themselves. There 
were no reserves of money to meet unexpected 
catastrophe in the form of sudden hospitalization 
or surgery. Hospitalization of a patient meant 
arrangements with the whole family and friends 
to establish credit. Too frequently, the patient 
and his family had to go “on relief.” 

Now what? Since 1939, the medical schools in 
the United States have graduated 110,852 doctors 
of medicine. The 1956 AMA Medical Directory 
listed 219,288 doctors in the United States and 
dependencies. Almost exactly half of the doctors 
now active never saw practice before prepayment 
—never had to watch for the first paying patient. 
Calls, even at night, were never refused. Patient’s 
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needs were uppermost in the medical mind even 
their patients’ economic security, involving great 
effort, expense, devoted sacrifices of time and 
discouragement from our own people. Medicine 
showed the way to a much more satisfactory 
managing and budgeting for health matters. Far- 
sighted enthusiasts in our profession did a her- 
culean work for our public and for ourselves. 


Our Benefits? 


The profession by its solution of a great eco- 
nomic impasse for our patients, saved the private 
practice of medicine to them and to ourselves. 
The socio-economic evolution of the medical 
world is the direct result. We changed our own 
economic picture, almost eliminated the collection 
feature, and assured prompt and direct payment 
to the doctor beyond the wildest dreams of our 
original workers. Now some of our doctors are 
demanding revision of fees paid for many indi- 
vidual items. The researchers who have been 
working on fee schedules know there are inequali- 
ties. They also know that historically there were 
the same inequalities—one group earning more 
than another—but that is a question that has 
always been with us, a question that medical 
societies never did settle and our service organiza- 
tion should not be asked to solve. Blue Shield in 
Michigan has not raised rates since the inception 
of the $5,000 income limit contract, but piecemeal 
it has increased services and fees until now we 
are paying 21 per cent more for the average 
service. In 1956, there were 91,000 such services 
every month. 

Has Michigan Medical Service given some 
distinct socio-economic advantage to our doctors? 
This question is only academic for the younger 
generation—they never saw practice before pre- 
payment. But for the older half of our members, 
stop and think. Did you collect 60 per cent of 
your charges? Perhaps, if you are a very unusual 
man, at great effort you may have collected 75 
per cent. Michigan Medical Service is not paying 
you as much as you would like, but very probably 
it is paying relatively more than you received 
under the old regime. 

How many would like to return to the 1930's? 
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It probably will never happen, for before that 
labor, then government, will have encompassed us. 
That is labor’s ultimate goal, “Medical care for 
all at no cost to the individual.” Labor is not 
especially interested in the Doctor of Medicine. 


ADVANCE OF CIVILIZATION 

For generations, two or three things have been 
universally pointed out as the great steps in the 
advancement of civilization. In prehistoric times, 
the tribes, consisting of a few families, united for 
the hunt to provide food for all, not just for the 
lucky huntsman. Probably there were very few 
actual families in those days as we now under- 
stand the family. 

Most food was eaten raw until someone dis- 
covered that fire from lightning would improve 
the taste. The discovery of how to produce and 
control fire was the first acknowledged advance- 
ment in civilization. The earliest people were of 
necessity nomads, hunting for food. As a good 
hunting ground became exhausted, the tribe moved 
laboriously from place to place. 

The wheel was the next great advance, and 
successively came the ability to work in iron (and 
the other metals)—copper probably first. 

In modern times came the discovery of the 
combustion engine which really was a universal 
move forward. Our own generation has witnessed 
the conquering and capture of the atom and its 
tremendous possibilities. Such, in brief, is the ac- 
cepted history of the advance of civilization. We 
submit one collossal accomplishment mentioned 
but not stressed or listed. Without doubt, man’s 
greatest discovery, and most important to him and 
to the medical profession in his development, is 
TEAMWORK—\the ability and purpose to work 
together by agreement. 

A generation ago, 85 per cent of the Michigan 
men of medicine did a conspicuous and success- 
ful herculean task, in spite of almost insuperable 
odds, in spite of the expert who claimed medical 
services were uninsurable, in spite of opposition 
from political and quasi socio-economic leaders 
and national medical authorities, and in spite of 
extremely vigorous opposition by some of our own 
Michigan colleagues. 

A medical generation ago, determination and 
absolute teamwork accomplished a miracle. Now, 
another and greater problem faces the profession. 
Can we and will we continue to guarantee un- 
hampered private practice of medicine to our pa- 
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tients—and maintain the privilege for ourselves? 
Again one answer—all must work together as a 
team. Problems are to be solved by the meeting 


of minds, not forgetting the lessons of experience 


absolutely banning misunderstandings and 
thoughtless insinuations. Man’s greatest discovery 
was not the wheel, the internal combustion en- 
gine, nor the atom. The greatest discovery is 
teamwork by agreement—the fact that working 
together to produce more of the good things of 
life .pays better than fighting with one another 
over the division of what is already available and 
risk losing what we have won at such great cost. 


* * * 


The American people have learned this lesson 
of teamwork spectacularly. We recently saw an 
article listing the twenty-five greatest corporations 
in the United States. These are combinations of 
many people, about two-thirds of which have in- 
comes of less than $7,500 a year, who by com- 
bining resources are giving employment to count- 
less working persons and are paying vast amounts 
in taxes to government. The number of stock- 
holders in these great corporations exceeds the 
number of employed workers by over 600,000. 
Only six of that number have less stockholders 
than employes. WHAT A LESSON IN UNITED 
TEAMWORK! 


A YEAR OF TRIAL 

Officers, administrators and policy-making 
groups responsible for Michigan’s Blue Shield will 
never forget the year 1956—a year of profound 
influence; a year of history-making events and de- 
cisions, 

First came the hearings before the Governor’s 
Commission, instructed to “determine the causes 
of excessive cost and to find out how to render 
more and better health care more efficiently and 
at less cost.” There were weeks of almost daily 
newspaper front-page stories—frequently unfriend- 
ly publicity. It was primarily an investigation of 
Michigan Hospital Service, but practically all the 
testimony was directed at the medical profession 
—its faults and failures; its role in putting pa- 
tients into the hospital; the care ordered, and re- 
leasing patients from the hospital. It is now 
more than a year since the study began, and the 
Commission has not yet reported—and that delay 
is being blamed on the M.D.’s for asking for an 
unprejudiced study. 

Financially, the year was bad. Michigan Medi- 
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cal Service dipped into resources by more than 
two and one-half million dollars. For the eight 
years in which Michigan Medical Service of- 
fered the $5,000 ceiling contract, the premium has 
not changed. At almost every meeting, the Medi- 
cal Advisory Committee and the Board have 
boosted the allowance for individual items found 
or thought to be out of line. 

Secondly, the number of services for the year 
increased by about 100,000, with an equal num- 
ber of subscribers. Utilization increased more 
than 10 per cent. We tried to believe the labor 
lay-off on account of strikes was responsible, but 
the first three months of 1957 showed no change. 

During the year, management and the Board 
completed studies and plans to extend our pro- 
ferred services to include out-patient and office 
surgery, laboratory tests, electrocardiograms, elec- 
troencepholograms, tests for basal metabolism, 
therapeutic and diagnostic x-ray and radiology, 
consultation, physical medicine, about ten elabora- 
tions in a package to be added to the basic con- 
tract. Surveys show that great groups of sub- 
scribers will never be satisfied unless we can guar- 
antee there will be no extra bills, that the service 
contracts, in fact, will be that. 

Management and the Board have been con- 
vinced that medical men rather than laymen 
must be in direct contact with our doctors, who can 
talk the same language. L. Fernald Foster, M.D., 
Secretary of the Michigan State Medical Society, 
has been carrying all that load on a voluntary 
basis. Nearly two years of negotiation culminated 
at the close of 1956. Dr. Foster has been induced 
to give up his private practice and has become the 
Medical Executive Director of Michigan Medical 
Service on a long-term contract. He is also the 
new president. 

Plans were also being made to bring the story 
directly to the members of Michigan State Medi- 
cal Society more forcibly than had been possible 
before—hence the special session of the House 
of Delegates held on April 27, 1957 the first in 
more than twenty years. 

Yes, it has been a year of trial. We believe 
some very fundamental results are in the making, 
in spite of months of anxiety. Many committees 
have been cooperating and advising. The de- 
cision has now been referred to the House of 
Delegates and all the members. 

Do we want to continue and expand prepay- 
ment? If we do not, labor is ready to take over 
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and establish its own supervision and regulation. 
Also, we must remember the late Senator Van- 
denberg’s caution, “If your prepayment program 
fails, socialized medicine will follow within a 
year.” 


A CHANGED WORLD 


The social philosophy well understood by our 
older generation was a world of postpayment. 
Almost everything, including medical service, was 
bought on time or credit. The income limit of 
$2,500 per year covered 85 per cent of our fami- 
lies. Insurance had experimented. About a dozen 
companies, at most, offered health and accident 
policies which, for a premium of $100.00 a year, 
would pay the insured person $25.00 a week after 
a certain waiting period and for a specified num- 
ber of weeks. 

The medical profession, in establishing the pre- 
payment philosophy and taking advantage of a 
war economy (World War II) which is still with 
us, has changed the habits of our people into 
a prepayment concept in the medical and health 
field, where well over 75 per cent of people now 
carry some form of health insurance, and extend- 
ing quite generally into business—‘“cash and car- 
ry”; financing most fair-sized purchases through 
acceptance corporations; establishing a credit to 
cover expected “needs,” including literally thou- 
sands of cooperative groups for consistent sav- 
ing; and established borrowing resources. Now, 
after only seventeen years, the world of health 
care is metamorphosed—almost completely 
changed to a prepaid economy, without worry, 
but confident of care when serious illness comes. 

We may be proud—we are proud—that we 
have pointed the way to voluntary insurance 
which has entered the field after being “shown” 
and that our public, which is no longer satisfied 
with the protection against health calamities now 
in effect, is demanding much more extensive serv- 
ice. 

This changing world has overtaken us. In the 
tragic years of the 1930’s medical visionaries, med- 
ical statesmen, refusing to accept defeat, estab- 
lished a world leadership grafted upon our sacred 
“calling” of care and protection to our patients. 
Another generation of doctors is now taking over. 
A new and much more demanding world is now 
living in most prosperous times, accustomed to 
and wanting the impossible. Again the medical 
profession must assume leadership. We have the 
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, 


and our committees and technicians 
are prepared. Our Blue Shield can again pre- 
serve the American way of life in the medical 
field and forestall the pressure groups in and out 
of government who would like to follow Bismarck’s 
great coup—grab power through the most logical 
means (the health of the people). 

The next move must be made by the medical 
profession. Do we value our traditional unen- 
cumbered freedom? We know the demands and 
needs of our public. We know the answers. Are 
we yet willing to work together as one entity, 
one closely knit cohesive band of dedicated sol- 
diers—a working team for the common good? Or 
will splinter groups refuse for their own selfish 
reasons and again jeopardize the entire program 
—the good of ALL the people, not just the medi- 
cal professional groups? 


“know-how,” 


+ * 


Had government during those same trying years 
also gone on a prepayment basis instead of trying 
to “spend us into prosperity,’ what a different 
world! 


DOCTOR, WAS THAT ORDER NECESSARY ? 


The Editor is constrained to report a circum- 


stance, which is presented for our readers to give 
the answer. 

Within the past three weeks, five different Doc- 
tors of Medicine have cited a condition and asked 
what is to be done. One man was on a hospital 
record committee and reported records he has 
seen. Others were staff or medical society officers, 
and one was a surgeon. This is the story: 


There are a few doctors who always order a 
new ‘patient into the hospital before calling on 
him; always have a routine half page or more of 
tests made, including complete blood study, gastro- 
intestinal and x-ray series, electrocardiogram, 
electroencephalogram, basal metabolism tests, and 
so on, to an unnecessary cost of a $100-$150. 
The surgeon suggested that it would pay the 
State Medical Society and Blue Shield to hire a 
high-class advertising man to teach our own mem- 
bers how to order laboratory and such work for 
our patients. The morning he talked to the editor, 
he had just had assigned to him a new house 
physician in training for surgery. He read the 
orders the new man had written—half a page of 
everything, not a one of which cost less than $5, 
and altogether amounting to more than $100. 
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The surgeon crosed out all but three, which he 
considered essential. 


The surgeon reports that this fault is not con- 


fined to young house physicians or candidates for 
certificate of surgery. Altogether too many re- 


ferred cases on almost every call have much too 
many unimportant and needless orders. 

He suggests a large placard over each record 
desk reading: “DOCTOR, WAS THAT ORDER 
NECESSARY ?” 


HOSPITAL BEDS AND COSTS 


Hospital costs, Blue Cross (not Blue Shield) 
premium rates, have been increased four times 
in the past five years, and another boost is sched- 
uled for this summer—co-incident with Michigan 
Medical Service’s first increase since establishing 
the $5,000 income ceiling contract. 

Over 80 per cent of Hospital costs are wages 
and salaries. Other costs, such as supplies and 
replacements, have undergone moderate changes, 
but the labor world in general is now about to 
start its tenth round of bargaining. Hospital wages 
and salaries always have been low and are still 
far below the general labor standard. Every 
economist seems to look to the medical profession 
to hold this line. Under the present hospital 
standards and policies, we must look for a con- 
tinuing correspondence with labor in general. 

But there is a situation which might help. 
Many believe our hospital construction plan needs 
modifying. For many years, we have been build- 
ing super hospitals with the ultimate in facilities, 
accommodations and services, believing that a 
patient ill enough for hospitalization is entitled 
to “tops.” For the acutely ill (surgical and medi- 
cal), there is no argument, but after a few days 
in most instances, nursing or custodial care are 
all that is necessary for several days, or even 
weeks and months in chronic cases. Such patients 
do not require super accommodations costing $30 
to $45 a day. It would seem the time has arrived 
to build good convenient structures pointed to 
this concept of care, single rooms, two beds, and 
small wards with feeding facilities and practical 
nursing. These buildings could have arrangements 
with the general hospital so that emergencies could 
be transferred temporarily. However, they should 
be under independent management to hold costs 
down. 


Blue Cross could cooperate and pay $5, $8 or 
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$10, thus reducing the now constantly increasing 
trend. Such structures would find another usage. 
Most of our modern homes are small, with ab- 
solutely no convenience for convalescent care or 
even custodial care. Many older people, partially 
helpless, cancer or paralytic patients could also 
use these accommodations. They could even re- 
lieve a present hospital abuse by providing vaca- 
tions to many of our harrassed people with prob- 
lems of grandmothers or grandfathers during peri- 
ods when other duties call. 

We hope someone breaks the ice and provides 
for one of these so ideally conceived places. The 
State of Michigan has more than 500 so-called 
nursing or rest homes which, in many instances, 
are unworthy of the name. 

Detroit is developing a new medical center 
encompassing four hospitals, Harper, old Grace, 
Women’s and Children’s. What a wonderful op- 
portunity to pioneer in a sadly needed type of 
quasi-medical service. 

One of the hospitals in Battle Creek has an- 
nounced extensive improvements with some new 
beds. Such plans are undoubtedly in the making 
in several places. More super hospital beds are 
expensive. Providing the suggested type of con- 
valescent bed would release about an equal num- 
ber of the more expensive beds at a mere fraction 
of their cost, also could tend to lessen Blue Cross 
costs. 


WHO OWNS AMERICA? 


General Motors is one of the world’s greatest 
and most powerful corporations, doing approxi- 
mately $12 billion worth of business each year, 
of which more than 50 per cent goes to its 21,000 
suppliers. It employs 599,000 persons and pays 
them $96.63 per week, yearly average. General 
Motors has 656,000 shareholders who, by cooper- 
ative effort and pooling of money interests, give 
constant and remunerative employment to five 
men for every six of themselves. For every $1,000, 
these stockholders have invested, they, through 
their cooperative effort, have received $50 in div- 
idend income, but have paid $175 in taxes—in- 
come sales or excise. Such is the power of united 
effort. By themselves, these people would have 
failed utterly to approach this accomplishment. 

Such is the stuff of which our American way 
of life was built. Only by constant watchfulness 
and “meeting of minds” has General Motors de- 
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veloped. Our State Medical Society may well 
consider its past and future. General Motors 
started slowly and built. Michigan State Medical 
Society, in the 1930's, found a group of conditions 
which threatened our way of life. Cohesive and 
concerted effort met the challenge and in so 
doing built Michigan Medical Service, a great 
corporation consisting of six participators out of 
every seven of our members. That corporation 
was founded to meet the calamitous needs of our 
patients and incidentally to forward our own 
ideals. Success in both followed. 

New economic conditions, new ambitions to 
rule, new methods of attaining political or eco- 
nomic power are demanding another period of 
self-searching by the 6,000 or more doctors whose 
very livelihood is at stake. The ideals must be 
arrived at democratically, but once adopted, this 
time there must be no “free riders.” There must 
be seven out of every seven who combine to assure 
our subscribers that promises will be fulfilled. 


CORRECTION 


In Tue Journat for March, 1957, the Report of 
the MSMS Rheumatic Fever Control Committee on 
page 375, is a tabulation in which the first column 
with the heading “Center**” was dropped down one 
line, thus placing the named Centers one line below 
where they actually should be. 
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MSMS ANNUAL MEETING 


September 25-26-27, 1957 


Civic Auditorium, Pantlind Hotel 


Grand Rapids 


— Make your hotel reservation now. 














Michigan State Medical Society 


The Ninety-second Annual Session 


D. Bruce Witey, M.D. Arcu Watts, M.D. K. H. Jounson, M.D. 
Utica Detroit Lansing 
Council Chairman President Speaker 





OFFICIAL CALL 


The Michigan State Medical Society will 
convene in Annual Session in Grand Rapids, 
Michigan, September 23-24-25-26-27, 1957. 
The provisions of the Constitution and By- 
Laws and the Official Program will govern 
the deliberations. 


Arcu WALLs, M.D. 
President 


D. Bruce Witey, M.D. 
Council Chairman 
K. H. Jounson, M.D. 
Speaker 


J. J. Licutsopy, M.D. J. J. Licursopy, M.D. 
Vice Speaker Detroit 


L. Fernatp Foster, M.D. 
Bay City 


Secretary 


Attest: 


Secretary 





L. FERNALD Foster, M.D. 


Vice Speaker 








TWO-DAY SESSION OF HOUSE OF DELEGATES 
September 23-24, 1957 


The 1957 House of Delegates of the Michigan State 
Medical Society will hold a two-day session beginning 
Monday, September 23, at 10:00 a.m. The business of 
the House of Delegates will be transacted in the Ball 
Room of the Pantlind Hotel, Grand Rapids. 

The House will meet also on Monday, September 23, 
at 2:00 p.m. and at 8:00 p.m. and on Tuesday, Sep- 
tember 24, at 9:30 a.m. and at 8:00 p.m. 

The intervals between meetings of the House of Dele- 
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gates have been spaced to permit the Reference Commit- 
tees ample time to transact all business referred to them. 


SEATING OF DELEGATES 


“Any Delegate-Elect not present to be seated at the 
hour of call of the first meeting may be replaced by the 
accredited Alternate next on the list as certified by the 
Secretary of the component County Society involved.” — 
MSMS By-Laws, Chapter 8, Section 6. 
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OUTLINE OF 1957 ASSEMBLY AND SECTION SPEAKERS 
92ND ANNUAL SESSION MSMS 


Grand Rapids, September 25-26-27, 1957 


Wednesday 
September 25, 1957 





Obstetrics 
Cart T. Javert, M.D 
New York 


A.M. 
9:00- 9:30 





9:30-10:00 Gynecology 
HERBERT E. Scumitz, M.D. 
icago 


Te Bg VIEW 


10:00-11:00 2 





11:00-11:30 Pediatrics 
Epwarp Press, M.D. 
New York 


ie WR ” releay 
Epwin L. Prien, M.D. 
Brookline, Mass. 


11:30-12:00 


DISCUSSION CONFERENCE 





2:00- 2: 30 Pediatrics Z 
Dovuctas T. Davipson, Jr., M.D 


Boston 


Biddle Lecture 
Wacrer P. ReuTHer 
Detroit 


INTERMISSION TO VIEW 
EXHIBITS 
Obstetrics 

Paut A. Bowers, M.D. 
Philadelphia 





"2:30- 3:00 








3:00- 4:00 


“4:00- 4:30 ie 





4:30- 5:00 Radiology 
Max Cutter, M.D 


Beverly Hills, Caif. 





FIVE SECTION MEETINGS 


- Oocu etional Health 
Frank J. Ayp, Jr., M.D. 
altimore 
T. I. Bomeav, M.D. 
Detroit’ 
 Obstetries- Gynecology 
Hersert E. Scumitz, M.D 
Chicago 
Pediatrics 
Sruart M. Fincn, M.D. 
Ann Arbor 
Radiology 
Max Cutter, M.D. 
Beverly Hills, Calif. 


Urology 
Epwin L. Prien, M.D. 
Brookline, Mass. 


7:00 p.m. 
Officers Night 
Banquet 





Thursday 
September 26, 1957 


Friday 
September 27, 1957 





Surgery 
Tueopore O. Winsuir, M.D. 
Washington, D. C 
Surgery 


Oscar T. Ciacetr, M.D. 
Rochester, Minn. 





General Practice 
E. Kerrn a M.D. 
i, Ind. 





Pathology i 
Daviw C. Danun, M.D. 
Rochester, Minn. 








LER TETTS TO VIEW 





INTERMISSION TO VIEW 
EXHIBITS 





Otolaryngology 
Oscar J. Becker, M.D 
icago 





Public Health & Preventive Medicins | 


Joun D. Porrterrietp, M.D. | 
Washington, D. C. 





DISCUSSION CONFERENCE 


fgune ©. g Syphilology 
CHARLES Rein, M.D 
New York 


Dermatology 
ams W. Burks, M.D. 
New Orleans, ‘La. 





DISCUSSION CONFERENCE 





Beaumont Lecture 
Raymonp J. Jackman, M.D. 
_Rochester, Minn. 


go ology 
Kronretp, M.D. 
Chicago 


INTERMISSION TO VIEW 
EXHIBITS 
Oceu astonal Health 


Frank Ayp, Jr., M.D. 
Baltimore — 





Peter C 








Surgery 
Ormanp C. Toca, 
Cone 


M.D. 


SIX SECTION MEETINGS 


Gestroenterslogy-Proctology Penel. 
ymMonpD J. Jackman, M.D. 
Rochester, Minn 
Leo S. Ficrer, M.D. 
etroit 
Don W. McLean, M.D. 
Detroit 
Cc. N Payne, M.D. 
Grand Rapids 
Geratp A. Wirson, M.D. 
Detroit 


~ Ophthalmology _ 
Perer C. Kronretp, M.D. 
Chicago | 


Public Health & Preventive Medicine | 
Joun D. Porrerrretp, D. | 
Washington, D. 


Surgery 
Oscar T. Ciacetr, M.D. 
Rochester, Minn. 
Ormanp C, Juuian, M.D. 
hicago 
Tueopore O. Wane, M.D. 
Washington, «TR oN 
General “Practice 
BenjJAMIN Jerrries, M.D. 
troit 





Otolaryngology 
Oscar J. Becker, 
Chicago 


10:30 Sr to 1:30 am. 
tate Society Night 
MSMS Entertainment 





Nervous & Mental Diseases 


Aveta M. Jounson, M.D. 
Rochester, Minn. 


an 
Leo H. Barremerer, M.D. 
Baltimore, Md. 


:00-3:30 
FINAL INTERMISSION 
TO VIEW EXHIBITS 


Wacrter L. Parmer, M.D. 
Chicago 


“4:00-6:00 
Medicine Panel 
(lading Medical Section Meeting) 

New in Heart Disease 
| hae L. Novy, M.D. 
Detroit, Moderator 
Samuet Better, M.D 
Philadelphia 
Ricuarp J. Binc, M.D. 
Birmingham, Ala. 

Hans H. Hecut, M.D. 
Salt Lake City, Utah 
Rosert J. Scunecx, M.D. 
Detroit 


FIVE | SECTION ME ETINGS 


Medicine 
(See _Program immediately above) 


De vmateloay- Syphilolo, 
James W. Burks, } 4 
_New Orleans, La. 
Pathology 
Daviv, C. Dantrn, M.D. 
Rochester, Minn. 


Neveons & Mental ‘Diseases Penel 
Aveta M. Jounson, M.D. 
Rochester, Minn. 


and 
Leo H. BarTeMelrer, 
Baltimore, Md. 


M.D. 


Anesthesiology 
(To be selected) 


END OF ANNUAL SESSION 





Michigan State Medical Society 


The Ninety-second Annual Session 


PANTLIND HOTEL, GRAND RAPIDS 
SEPTEMBER 25-26-27, 1957 


INFORMATION 


© GRAND RAPIDS WILL BE HOST TO MSMS IN 


SEPTEMBER, 1957 

® MSMS HOUSE OF DELEGATES convenes Mon- 
day, September 23, at 10:00 am., Ball Room, 
Pantlind Hotel. It will hold three meetings on Mon- 
day and two meetings on Tuesday, September 24. 
THE PROGRAM OF THE ASSEMBLY for the 
92nd Annual Session of the Michigan State Medical 
Society lists guest speakers from all parts of the 
United States. They are the usual stars in the med- 
ical world who always grace the podium at the an- 
nual conventions of the Michigan State Medical So- 
ciety; they insure a valuable concentrated refresher 
course in all phases of medicine and surgery for 
the busy practitioners of Michigan, of neighboring 
states and the Province of Ontario, on September 
25-26-27. 

REGISTRATION, Tuesday afternoon through Fri- 
day afternoon, September 24-27, Civic Auditorium. 
Advance registration—on Tuesday and early Wednes- 
day morning—will save your time. Present your 
State Medical Society, American Medical or Cana- 
dian Medical Association membership card to ex- 
pedite registration. 

NO REGISTRATION FEE FOR STATE MEDICAL 
SOCIETY AND CMA MEMBERS. 

Doctors of Medicine, who are not members of their 
state medical society or of the Canadian Medical 
Association, will be accorded the privileges of the 
MSMS Annual Session upon payment of a $25.00 
registration fee. 

REGISTER AS SOON AS YOU ARRIVE. AD- 
MISSION BY BADGE ONLY. 

ALL SUBJECTS at the MSMS Annual Session are 
applicable to clinical medicine. They stress diagnosis 
and treatment, usable in everyday practice. 
POSTGRADUATE CREDITS given to every MSMS 
member who attends MSMS Annual Session. 

SIX ASSEMBLIES—16 Section Meetings—Three 
Discussion Conferences, all on September 25-26-27. 
A DISCUSSION CONFERENCE—featuring the 
guest speakers of each day—will be held daily from 
12:00 noon to 1:00 p.m. in the Black and Silver 
Ball Room of the Civic Auditorium. Audience partici- 
pation invited. 

SECTION MEETINGS at 5:00 to 6:00 p.m. will 
follow the daily Assemblies. 

PAPERS WILL BEGIN AND END ON TIME. The 
MSMS scientific meeting always features by-the-clock 
promptness and regularity. 

TECHNICAL AND SCIENTIFIC EXHIBITS will 
contain much of interest and value. Two daily in- 
termissions to view the exhibits have been arranged. 
C. ALLEN PAYNE, M.D., GRAND RAPIDS, is 
Chairman of the Committee on Arrangements for the 
1957 Annual Session. 








THREE DISCUSSION CONFERENCES 


ead 
ae 


a 


A. C. Furstenserc, M.D. Perry C. Gittins, M.D. 
Ann Arbor Detroit 

Leader on Wednesday, 

September 25, 1957 


Leader on Friday, 
September 27, 1957 


Three quiz periods will be 

held, Wednesday-Thurs- 

day-Friday, September 25- 

26-27, in the Black and 

Silver Ballroom of the 

Civic Auditorium, Grand 

Rapids, 12:00 noon to 

1:00 p.m., with all the 

guest speakers of the day 

on the platform. 

An opportunity to ask 

questions concerning the 

presentations of the guest 

essayists, or to discuss an 

C. Atten Payne, M.D. interesting case with them, 
Grand Rapids . is - 

Reader ax ian is provided at these daily 
September 26, 1957 Discussion Conferences. 














® BANQUET, WEDNESDAY, SEPTEMBER 25. 
The Officers Night Banquet—to which all 
MSMS members and their ladies are cordially 
invited—will be held in the Ball Room of the 
Pantlind Hotel, Grand Rapids. Reception, 7:00 
p.m.; banquet, 8:00 p.m. Sponsored by the 
Michigan State Medical Society and its Wom- 
an’s Auxiliary. 








June, 1957 


CABARET-STYLE DANCE AND ENTERTAIN- 
MENT, with the compliments of the Michigan State 
Medical Society, will be held in the Ball Room of the 
Pantlind Hotel on Thursday evening, September 26. 
All who register will receive a card of admission and 
they and their ladies are cordially invited to attend. 
THE WOMAN’S AUXILIARY to the Michigan 
State Medical Society will present an attractive social 
and business program at the Pantlind Hotel, Grand 
Rapids. The wife of every MSMS member is cor- 
dially invited to attend. 

THE MICHIGAN STATE MEDICAL ASSIST- 
ANTS SOCIETY will hold its meeting at the Hotel 
Manger Rowe, Grand Rapids, on Wednesday and 
Thursday, September 25-26. 

MEMBERS OF MICHIGAN MEDICAL SERVICE 
will meet in annual session, Tuesday, September 24, 
at 2:00 p.m. This meeting will follow the annual 
MMS luncheon to be held in the Ball Room, Pantlind 
Hotel. 


SCIENTIFIC ASSEMBLY 
Wednesday-Thursday-Friday 
September 25-26-27, 1957 


SAVE AN ORDER FOR THE EXHIBITORS AT THE 
MICHIGAN STATE MEDICAL SOCIETY ANNUAL SESSION 





Michigan State Medical Society 


The Ninety-second Annual Session 


PANTLIND HOTEL, GRAND RAPIDS, SEPTEMBER 23-24, 1957 
HOUSE OF DELEGATES—ORDER OF BUSINESS* 


MONDAY, SEPTEMBER 23 
Ball Room, Pantlind Hotel, Grand Rapids 


10:00 a.m.—First meeting 


Call to Order by Speaker 


2. Report of Committee on Credentials 
3. 
4 


Roll Call 


Welcome 


(a) Hon. Paul G. Goebel, Grand Rapids, Mayor, 


City of Grand Rapids 
(b) Hon. 
Congressman, Fifth District of Michigan 


. Appointment of Reference Committees 


. Speaker’s 


(a) On Officers’ Reports 
On Reports of The Council 
On Reports of Standing Committees 
On Reports of Special Committees 
On Constitution and By-Laws 
On Resolutions 
On Special Memberships 
On Rules and Order of Business 
On Legislation and Public Relations 
On Hygiene and Public Health 


On Medical Service and Prepayment In- 
surance 


On Miscellaneous Business 
(m) On Executive Session 
(n) On National Defense and Disaster Planning 


Remarks—K. H. Johnson, M.D., 


nsing 
President’s Remarks—Arch Walls, M.D., Detroit 
President-Elect’s Remarks—G. W. Slagle, M.D., 


Grand Rapids 


Annual and Supplemental Reports of The Coun- 


cil—D. Bruce Wiley, M.D., Utica, Chairman of 


The Council 


. Report of Delegates to American Medical Asso- 


ciation—W. A. Hyland, M.D., Grand Rapids, 


Chairman 


Brief of Annual Report of Woman’s Auxiliary— 
Mrs. A. C. Stander, Saginaw, President 


Brief of Annual Report of Michigan State Med- 
ical Assistants Society—Miss Doris Jarrad, 
Lansing 


. Brief of Annual Report of Michigan Medical 


14. 


Service— 
(See printed report) 


Selection of Michigan’s Foremost Family Physi- 
cian 
Fifty-year Awards 


*See the Constitution, Articles IV, VII and XII, and 
the By-Laws, Chapter 8 on “House of Delegates.” 
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Gerald R. Ford, Jr., Grand Rapids, 


MONDAY, SEPTEMBER. 23 
Ball Room, Pantlind Hotel, Grand Rapids 


2:00 p.m.—Second meeting 


15. 
16. 
RY 
18. 


Supplemental Report of Committee on Credentials 
Roll Call 
Resolutions** 


Reports of MSMS Standing Committees 
A. Committee on Postgraduate Medical Educa- 
tion 
B. Preventive Medicine Committee 
Committee on Rheumatic Fever Control 
Cancer Control Committee 
Maternal Health Committee 
Venereal Disease Control Committee 
Tuberculosis Control Committee 
Industrial Health Committee 
Mental Health Committee 
Child Welfare Committee (and Subcom- 
mittees ) 
(9) Iodized Salt Committee 
(10) Geriatrics Committee (and Subcommit- 
tees ) 
C. Public Relations Committee 
mittees ) 
D. Ethics Committee 
E. Legislative Committee 


(and Subcom- 


Reports of Special Committees 

A. Beaumont Memorial Committee 

R. Scientific Radio Committee 

C. Advisory Committee to Woman’s Auxiliary 

D. Advisory Committee to Michigan State Med- 
ical Assistants Society 

E. Committee to Study MSMS Financial Struc- 
ture (a committee of the House of Delegates) 

Reports of the Committees of The Council, in- 

cluding Committee on Scientific Work, are in- 

cluded in Annual Report of The Council. 


MONDAY, SEPTEMBER 23 
Ball Room, Pantlind Hotel, Grand Rapids 
8:00 p.m.—Third Meeting 


20. 


21. 


22. 
23. 
24. 


Supplementary Report of Committee on Creden- 
tials 


Roll Call 


Unfinished Business 
New Business 


Reports of Reference Committees 

(a) On Officers’ Reports 

(b) On Reports of The Council 

(c) On Reports of Standing Committees 
(d) On Reports of Special Committees 


**All resolytions, special reports, and new business 
shall be presented in writing in triplicate (By-Laws, 
Chapter 8, Section 10-m). 


JTMSMS 
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(e) On Constitution and By-Laws 

(f) On Resolutions 

(g) On Special Memberships 

(h) On Rules and Order of Business 

(i') On Legislation and Public Relations 

(j ) On Hygiene and Public Health 

(k) On Medical Service and Prepayment In- 

surance 

(1) On Miscellaneous Business 

(m) On Executive Session 

(n) On National Defense and Disaster Planning 
TUESDAY, SEPTEMBER 24 
Ball Room, Pantlind Hotel, Grand Rapids 
9:30 a.m.—Fourth Meeting 


25. Supplementary Report of Committee on Creden- 
tials 


26. Roll Call 
27. Unfinished Business 
28. New Business 


29. Supplementary Reports of Reference Committees 


TUESDAY, SEPTEMBER 24 
Ball Room, Pantlind Hotel, Grand Rapids 
8:00 p.m.—Fifth Meeting 


30. Supplementary Report of Committee on Creden- 
tials 


31. Roll Call 
32. Unfinished Business 
33. Supplemental Report of The Council 


34. Supplementary Reports of Reference Committees 


35. Elections 
(a) Councilors: 
7th District—H. B. Zemmer, M.D., Lapeer 
—TIncumbent 
8th District—L. C. Harvie, M.D., Saginaw 
—Incumbent 
9th District—G. B. Saltonstall, M.D., 
Charlevoix—Incumbent 
10th District—W. S. Stinson, M.D., Bay 
City—Incumbent 
Delegates to American Medical Association 
W. A. Hyland, M.D., Grand Rapids—In- 
bent 
J. S. DeTar, M.D., Milan—Incumbent 
C. I. Owen, M.D., Detroit—Incumbent 
) Alternate Delegates to American Medical 
Association 
W. W. Babcock, M.D., Detroit—Incumbent 
E. F. Sladek, M.D., Traverse City—Incum- 
bent 
O. J. Johnson, M.D., Bay City—Incumbent 
(d) President-Elect 
(e) Speaker of the House of Delegates 
(f) Vice-Speaker of the House of Delegates 


36. Adjournment 





ANNUAL SESSION APPOINTMENTS 


Chairman of Arrangements 

C. Allan Payne, M.D., Grand Rapids 

House of Delegates Press Relations Committee 
K. H. Johnson, M.D., Lansing, Chairman 

L. Fernald Foster, M.D., Detroit 

J. J. Lightbody, M.D., Detroit 

D. W. Thorup, M.D., Benton Harbor 

Cc. L. Weston, M.D., Owosso 

Scientific Press Relations Committee 

P. W. Kniskern, M.D., Grand Rapids, Chairman 
H. G. Benjamin, M.D., Grand Rapids 

F. C. Brace, M.D., Grand Rapids 

A. B. Gwinn, M.D., Hastings 














ADVANCE REGISTRATION OF DELEGATES 
Sunday, September 22, 1957 


8:00 to 10:00 p.m. 
Lobby of Pantlind Hotel 











HOTEL RESERVATIONS 
MICHIGAN STATE MEDICAL SOCIETY 


92nd Annual Session 
Grand Rapids, September 25-26-27, 1957 


The reservation blank below is for your convenience 
in making your hotel reservations in Grand Rapids. 
Please send your application to the Committee on Hotels 
for MSMS Convention, Pantlind Hotel, Grand Rapids, 
Michigan. Mailing your application now will be of 
material assistance in securing hotel accommodations. 

As very few singles are available, registrants are 
requested to co-operate with the Committee on Hotels 
by sharing a room with another registrant, when con- 
venient. 


Committee on Hotels, 

Michigan State Medical Society 

c/o Pantlind Hotel 

Grand Rapids, Michigan 

Please make hotel reservation(s) as indicated below: 


Single Room(s) - persons 


Double Room(s) for persons 
Twin-Bedded Room(s) for persons 
Arriving September how. A.M Pe, 
Leaving hour____A.M. P.M. 
Hotel of First Choice: 

Second Choice: 


Names and addresses of all applicants including per- 
sons making reservation: 


Name Address City State 


Date___ . Signature— 


Address__— 





MSMS HOUSE OF DELEGATES, 1957 
Delegates and Alternates 


(Names of Alternates appear in italics) 


OFFICERS 


K. H. Johnson, M.D., 1116 Mich Natl. Tower, Lansing 
Speaker 


J. J. Lightbody, M.D., 501 David Whitney Bldg., Detroit 
Vice Speaker 


L. Fernald Foster, M.D., 441 E. Jefferson, Detroit 
Secretary 


W. S. Jones, M.D., 1146 Tenth Avenue, Menominee 
Immediate Past President 


ALLEGAN 

L. F. Brown, M.D., 133 E. Allegan, Otsego 

E. B. Johnson, M.D., 412 Water St., Allegan 
ALPENA-ALCONA-PRESQUE ISLE 

E. S. Parmenter, M.D., P.O. Box 192, Alpena 
J. E. Spens, M.D., 125 N. Second Ave., Alpena 


BARRY 

A. B. Gwinn, M.D., City Bank Bldg., Hastings 

J. A. Millard, M.D., 303 Broadway, Middleville 
BAY-ARENAC-IOSCO 

O. J. Johnson, M.D., 207 N. Walnut, Bay City 
D. A. Bowman, M.D., 101 W. John, Bay City 
W. G. Gamble, M.D., Mercy Hospital, Bay City 
S. A. Cosens, M.D., 101 W. John St., Bay City 


BERRIEN 


Noel J. Hershey, M.D., 122 Grant St., Niles 

D. W. Thorup, M.D., 610 Fidelity Bldg., Benton Harbor 
H. J. Klos, M.D., 2121 Niles St., St. Joseph 

F. H. Lindenfeld, M.D., 8 N. St. Joseph, Niles 


BRANCH 


R. J. Fraser, M.D., 22 W. Pearl St., Coldwater 
R. M. Leitch, M.D., 304 N. Broadway, Union City 


CALHOUN 


James W. Hubly, M.D., 25 W. Michigan Ave., Battle 
Creek 

Harvey C. Hansen, M.D., 65 W. Michigan Ave., Battle 
Cree 

George T. Kelleher, M.D., 65 W. Michigan Ave., Battle 
Creek 

Robert E. Fisher, M.D., 1501 W. Michigan Ave., Battle 
Creek ; 


CASS 


S. L. Loupee, M.D., 110 W. Division St., Dowagiac 
U. M. Adams, M.D., Marcellus 


CHIPPEWA-MACKINAC 


W. F. Mertaugh, M.D., Central Savings Bank Bldg., 
Sault Ste. Marie 
E. S. Rhind, M.D., 300 Court St., Sault Ste. Marie 


CLINTON 


Franklin W. Smith, M.D., 105 S. Ottawa St., St. Johns 
James M, Grost, M.D., 303 E. Walker St., St. Johns 


DELTA-SCHOOLCRAFT 


James R. Dehlin, M.D., 8 S. Eleventh St., Gladstone 
James H. Fyvie, M.D., 202 S. Cedar, Manistique 


DICKINSON-IRON 


D. R. Smith, M.D., 105 W. A. St., Iron Mountain 
E. R. Addison, M.D., 412 Superior St., Crystal Falls 
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EATON 


B. P. Brown, M.D., 339 S. Cochran, Charlotte 
R. E. Landick, M.D., 111 S. Cochran, Charlotte 


GENESEE 


J. E. Livesay, M.D., 621 Mott Foundation Bldg., Flint 
F. D. Johnson, M.D., 312 Paterson Bldg., Flint 

C. W. Colwell, M.D., 706 Citizens Bank Bldg., Flint 

F. W. Baske, M.D., 923 Maxine St., Flint 

G. E. Anthony, M.D., 1015 Detroit St., Flint 

Kendall Hooper, M.D., 714 Beech St., Flint 

J. E. Wentworth, M.D., 1651 Chevrolet Ave., Flint 

L. G. Bateman, M.D., 1928 Lewis St., Flint 

John C. Benson, M.D., 402 W. Second St., Flint 

W. F. Buchanan, M.D., 104 W. Caroline St., Fenton 


GOGEBIC 


J. E. McEnroe, M.D., Newport Hospital, Ironwood 
A. C. Gorilla, M.D., Ironwood 


GRAND-TRAVERSE-LEELANAU-BENZIE 


D. G. Pike, M.D., 876 E. Front St., Traverse City 
C. E. Lemen, M.D., 2162 E. Front St., Traverse City 


GRATIOT-ISABELLA-CLARE 


E. S. Oldham, M.D., Breckenridge 
(No alternate elected to date.) 


HILLSDALE 


A. W. Strom, M.D, Hillsdale 
L. W. Day, M.D., Jonesville 


HOUGHTON-BARAGA-KEWEENAW 


P. S. Sloan, M.D., 609 Sheldon Ave., Houghton 
L. C. Aldrich, M.D., 301 Quincy St., Hancock 


HURON 


C. W. Oakes, M.D., Harbor Beach 
C. A. Scheurer, M.D., Pigeon 


INGHAM 


K. H. Johnson, M.D., 1116 Michigan National Tower, 
Lansing 

H. W. Harris, M.D., 609 N. Washington, Lansing 

J. M. Wellman, M.D., 301 Seymour, Lansing 

F. L. Troost, M.D., 4341 W. Delhi, Holt 

L. A. Drolett, M.D., 3526 West Saginaw, Lansing 

Milton Shaw, M.D., 320 Townsend, Lansing 

K. W. Toothaker, M.D., 930 N. Washington, Lansing 

R. E. Kalmbach, M.D., 301 Seymour, Lansing 


IONIA-MONTCALM 


R. E. Rice, M.D., Greenville 
J. L. Tromp, M.D., Lake Odessa 


JACKSON 


W. A. Wickham, M.D., 420 W. Michigan, Jackson 
H. W. Porter, M.D., 505 Wildwood, Jackson 

C. R. Lenz, M.D., 405 First St., Jackson 

Jack P. Bentley, M.D., 404 MacNeal, Jackson 


KALAMAZOO 


Wm. A, Scott, M.D., 208 Bronson Medical Center, Kal- 
amazoo 

Sherman E. Andrews, M.D., 224 E. Cedar, Kalamazoo 

Frederick C. Ryan, M.D., 507 S. Burdick, Kalamazoo 

Martin D. Verhage, M.D., 228 W. Cedar, Kalamazoo 

Robert R. Dew, M.D., 312 Bronson Medical Center, 
Kalamazoo 

James G. Malone, M.D., 420 John St., Kalamazoo 


JMSMS 
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KENT 


F. M. Burroughs, Jr., M.D., 11 S. Wilson, Grandville 

J. R. Brink, M.D., 110-116 E. Fulton, Grand Rapids 

F. S. Alfenito, M.D., 26 Sheldon S.E., Grand Rapids 

R. A. Rasmussen, M.D., 1810 Wealthy S.E., Grand 
Rapids 

W. C. Beets, M.D., 124 E. Fulton, Grand Rapids 

J. T. Boet, M.D., 2339 Wyoming S.W., Grand Rapids 

G. W. DeBoer, M.D., 26 Sheldon S.E., Grand Rapids 

A. R. Vanden Berg, M.D., 26 Sheldon S.E., Grand 
Rapids 

D. L. Kessler, M.D., 1610 Robinson Rd. S.E., Grand 
Rapids 

J. F. Failing, Sr., M.D., 110-116 E. Fulton, Grand 
Rapids 

A. J. Hoffs, M.D., 26 Sheldon S.E., Grand Rapids 

R. C. Boelkins, M.D., 125-7 Fountain S.E., Grand 
Rapids 

V. A. Notier, M.D., 26 Sheldon S.E., Grand Rapids 

B. R. VanZwalenburg, M.D., 833 Lake Dr. S.E., Grand 
Rapids 

LAPEER 

D. J. O’Brien, M.D., Nepessing St., Lapeer 

Thomas K. Buchanan, M.D., Imlay City 

LENAWEE 

G. C. Wilson, M.D., 108 N. Jackson St., Clinton 

W. H. Hewes, M.D., 146 E. Maumee, Adrian 

LIVINGSTON 

H. C. Hill, M.D., 116 N. Michigan, Howell 

L. E. May, M.D., 203 N. Court St., Howell 

LUCE 

D. C. Adams, M.D., Newberry State Hospital, Newberry 

(No alternate elected to date) 

MACOMB 

Sydney Scher, M.D., 132 Cass Ave., Mt. Clemens 

Edward G. Siegfried, M.D., 91 Cass Ave., Mt. Clemens 

James W. Jewell, M.D., 18215 Utica Road, Roseville 

Henry C. Wellard, M.D., New Baltimore 

MANISTEE 

Robert R. Garneau, M.D., Mercy Community Hospital, 
Manistee 

E. B. Miller, M.D., 425 River St., Manistee 

MARQUETTE-ALGER 

A. S. Narotzky, M.D., Miracle Circle, Ishpeming 

J. R. Acocks, M.D., Morgan Heights San., Marquette 

MASON 

H. G. Bacon, M.D., Scottville 

E. B. Boldyreff, M.D., Custer 

MECOSTA-OSCEOLA-LAKE 

Paul Ivkovich, M.D., 111 S. Chestnut, Reed City 

Edward H. Kowaleski, M.D., Remus 

MENOMINEE 

J. R. Heidenreich, M.D., Daggett 

H. R. Brukardt, M.D., 534 Ist Street, Menominee 

MIDLAND 

Harold L. Gordon, M.D., 1423 Clover Lane, Midland 

Martin J. Ittner, M.D., 217 N. Saginaw, Midland 

MONROE 

S. Newton Kelso, M.D., 127 East Front St., Monroe 

R. A. Frary, M.D., 423 East Elm Ave., Monroe 

MUSKEGON 


N. W. Scholle, M.D., 2500 Peck St., Muskegon Heights 
D. R. Boyd, M.D., 1735 Peck St., Muskegon 

J. M. Busard, M.D,, 503 Liberty Life Bldg., Muskegon 
W. H. Tyler, M.D., 1435 Peck St.,: Muskegon 
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NEWAYGO 


J. Paul Klein, M.D., 16 West Sheridan St., Fremont 
Robert E. Paxton, M.D., 40 West Sheridan, Fremont 


NORTH CENTRAL 


E. H. Rodda, M.D., 308 Michigan Ave., Grayling 
George L. Schaiberger, M.D., 707 W. Hought, West 
Branch 


NORTH MICHIGAN 


J. R. Rodger, M.D., Bellaire 
G. A. Drake, M.D., Petoskey 


OAKLAND 

P. E. Sutton, M.D., 629 Washington Square Bldg., 
Royal Oak 

H. A. Furlong, M.D., 940 Riker Bldg., Pontiac 

E. B. Cudney, M.D., Pontiac Motor Div., Pontiac 

W. J. Zimmerman, M.D., 258 Washington Square Bldg., 
Royal Oak 

E. W. Bauer, M.D., 23055 John R., Hazel Park 

John M. Markley, M.D., 849 W. Huron, Pontiac 

C. G. Burke, M.D., 1022 Riker Bldg., Pontiac 

Norman F. Gehringer, M.D., 880 Woodward, Pontiac 

Felix J. Kemp, M.D., 880 Woodward, Pontiac 

F. M. Adams, M.D., 600 N. Woodward, Birmingham 

Paul T. Lahti, M.D., 325 Washington Square Bidg. 
Royal Oak 

R. W. Bullard, M.D., Jr., 20 S. Main St., Clarkston 


OCEANA 


W. G. Robinson, M.D., 219 State Street, Hart 
(No alternate elected to date) 


ONTONAGON 


W. F. Strong, M.D., Ontonagon 
C. R. Lahti, M.D., Ontonagon 


OTTAWA 


Otto VanderVelde, M.D., 35 W. 8th St., Holland 
K. N. Wells, M.D., 119 W. Savidge St., Spring Lake 


SAGINAW 

E. C. Galsterer, M.D., 124 S. Jefferson, Saginaw 

J. P. Markey, M.D., 808 N. Michigan, Saginaw 

A. C. Stander, M.D., 1411 Court St., Saginaw 

A. K. Cameron, M.D., 409 Ist Savings Loan Bidg., 
Saginaw 

F. E. Luger, M.D.. 303 N. Jefferson, Saginaw 

H. T. Caumartin, M.D., 404 S. Warren, Saginaw 


SANILAC 


K. T. McGunegle, M.D., Sandusky 
R. ]. Winfield, M.D., Marlette 


SHIAWASSEE 


Claude L. Weston, M.D., Matthews Bldg., Owosso 
John E, Harroun, M.D., Matthews Bldg., Owosso 


ST. CLAIR 


Joseph F. Beer, M.D., 104 North Riverside, St. Clair 
Anthony C. Gholz, M.D., 208 Sperry Bldg., Port Huron 


ST. JOSEPH 


S. A. Fiegel, M.D., 111 S. Monroe, Sturgis 
R. J. Fortner, M.D., 137 Portage, Three Rivers 


TUSCOLA 

L. L. Savage, M.D., Caro 

E. N. Elmendorf, M.D., Vassar 
VAN BUREN 


F. J. Loomis, M.D., Paw Paw 
J. A. Kleber, M.D., 311% Center St., South Haven 
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WASHTENAW 


V. M. Zerbi, M.D., 315 N. Adams, Ypsilanti 

Gerhard H. Bauer, M.D., 505 First National Bldg., Ann 
Arbor 

Harold F. Falls, M.D., 408 First National Bldg., Ann 
Arbor 


George R. Sayre, M.D., 220 Pearl St., Ypsilanti 

Clarence E. Crook, M.D., 2112 Wellington Road, Ann 
Arbor 

Theodore G. Kabza, M.D., 2310 Fernwood, Ann Arbor 

John W. Smilie, M.D., 2615 Overidge Dr., Ann Arbor 

Paul J. Wicht, M.D., 1385 W. Michigan Avenue, Y psi- 
lanti 


WAYNE 


Louis J. Bailey, M.D., 620 Vinewood Ave., Birmingham 

C. I. Owen, M.D., 4160 John R. St., Detroit 

Francis P. Rhoades, M.D., 970 Maccabees Bldg., Detroit 

James J. Lightbody, M.D., 501 David Whitney Bldg., 
Detroit 

Robert L. Novy, M.D., 858 Fisher Bldg., Detroit 

Eugene A. Osius, M.D., 901 David Whitney Bldg., 
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MSMS House of Delegates 
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SATURDAY MORNING SESSION 
April 27, 1957 


The first meeting of a special called session of the 
House of Delegates of the Michigan State Medical So- 
ciety, held at 441 East Jefferson Street, Detroit, Michi- 
gan, on Saturday, April 27, 1957, convened at 10:25 
a.m., K. H. Johnson, M.D., Speaker of the House, pre- 
siding. 


I. INTRODUCTION 
By Speaker K. H. Johnson, M.D. 


Members of the House of Delegates, Alternates, Coun- 
ty Society Presidents and Secretaries, Members of The 
Council, Officers of the State Society, Officers of Michi- 
gan Medical Service, Members of the Press, Guests, 
Ladies and Gentlemen: 

This special session of the House of Delegates is, in my 
mind, another milestone in the history of forward prog- 
ress of the Michigan State Medical Society. Those 
of us whose duty it is to sit month after month listening, 
weighing, considering and disposing of the mass of in- 
formation that comes before The Council and its Ex- 
ecutive Committee are keenly aware of the fierce pres- 
sures from many directions which are exerting their in- 
fluence upon the profession of medicine and the public 
it seeks to serve. It is highly commendable that a com- 
mittee of The Council saw fit to request that The Coun- 
cil call this special session and that The Council, by 
unanimous vote, requested that the meeting be called. 

It is essential that each member of this House be 
thoroughly familiar with the responsibilities that are his 
as he votes for the principles by which this State Society 
and the profession of medicine shall be guided in the 
days and months and years ahead. It is no small re- 
sponsibility and surmounts any individual gain or specific 
group satisfaction. It is my strong personal conviction 
that the future history of the profession of medicine is 
going to be written by this House of Delegates during 
the next two years 

With this in mind, I call this special meeting to order. 

May we have a report from the Credentials Commit- 
tee. 


A. B. Gwinn, M.D. [Barry]: Mr. Speaker, in this 
special session of the House of Delegates there are ninety 
delegates seated, and 50 per cent of these are not from 
any One county, 


Tue Speaker: I therefore declare a quorum is 
present, and we shall proceed with the business of the 


ay. 

I should like to explain to you that everyone in this 
room is welcome. 

The purpose of this special session, as it was presented 
in the call, is to acquaint the members of the House and, 
in turn, all members of the State Society, with certain 
crises facing the profession in regard to the future of 
prepaid health insurance in this State. This meeting was 
requested by The Council, according to Section 4, Chap- 
ter VIII of the Bylaws, which reads as follows: 

“The House of Delegates shall meet annually at the 
time and place of the meeting of this State Society as a 
whole, as when it meets in general session, and may hold 
such number of meetings as the House may determine 
or its business require, recessing from day to day as may 
be necessary to complete its business, and specifying its 
own time for the holding of its meetings. 
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“The House of Delegates may also be called into ses- 
sion at any time by the Speaker upon a two-thirds vote 
of The Council or on petition of 25 per cent of the 
delegates. The purpose of such special session shall be 
stated in the notice to call.” 

I would like to extend my personal thanks and, I am 
sure, the thanks of the members of the House of Dele- 
gates, for the very excellent work of the administrative 
staff, the members of the panel, the Councilors and the 
officers of this Society in their efforts to present to you 
a concise bit of information which you will find in the 
brochure that has been handed to you. Purposely there 
are wide margins on the pages so that you may make 
side notes as we go along. 

I think they have done an excellent job, and I also 
would like to thank the Credentials Committee for its 
work in getting here early today and organizing the set- 
up. A great deal of very sincere energy and effort has 
gone into the matter. 

We have made every effort to handle things so that 
there will be no missed opportunities. Loud speakers 
will be at your service on the floor. The speakers will 
use this rostrum. We have a stenotypist who is taking 
down everything that is said, and we have a tape re- 
corder that is taking down how it is said. 

You will notice that the meeting is divided into, first, 
an informational period. At this time we will have men 
who will present the history and philosophy of prepaid 
medical insurance in this State, and we will have an- 
other group who will present the various attempts that 
have been made to solve our problem, Then we will 
have some statements of facts from an insurance stand- 
point as to where we are today and what the future 
holds, providing we choose this or that direction. 

Following this informational, we will have a question 
and answer period. Large question cards will be passed 
out to members of the House. Please bear with me when 
I say that only members of the House may use these 
cards, but of course if there is some person in the 
audience who would like to ask a question through a 
delegate it is perfectly proper for him to do so. 

Will you write your question on the card legibly. You 
may ask your question of a specific member of the panel, 
or you may simply ask it in a general way. You may 
or may not sign your name, as you wish. Please write 
your questions as the program proceeds. We are trying 
not to keep you here all night, and I am sure that if 
questions come to your mind and you jot them down at 
the time, it will facilitate somewhat the speed of the 
program. 

Immediately following the question and answer period 
there will be an opportunity for motions and resolutions 
to be presented. I believe it is perfectly obvious to 
everyone here that for this House in a special session, to 
take definitive action that is binding on the entire mem- 
bership of the State of Michigan would be a very great 
mistake, Therefore, it will be the duty of the Speaker to 
evaluate as to whether or not a motion or resolution 
that is submitted is something that can be acted upon 
today. 

I hope you will bear with me in the decisions I may 
make. You will recall that this is the first special ses- 
sion of the House of Delegates since 1939, and I might 
make some mistakes because I have very little precedent 
to follow. I will do my best to rule fairly; but may I 
repeat that, basically speaking, it will be up to the 
Speaker to decide whether or not a motion or resolution 
that is submitted is germane to the topic today. 

There is in our Bylaws a definite statement that reso- 
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lutions will be referred to a reference committee; but 
motions will have to be evaluated. If action seems wise 
today, then action will be taken and there will be dis- 
cussion. However, any resolution or any motion that I 
do not consider germane to what we are talking about 
today will be referred to the appropriate reference com- 
mittee. When I say “appropriate” it simply means that 
the time for the appointment of reference committees for 
the meeting of the House of Delegates in September is 
not presently at hand. That appointment will be made 
very soon, but it has not been made as yet. 

I would also like to inform you that your Speaker has 
been completely aware of the resolution that was passed 
in the House of Delegates in regard to a permanent 
Advisory Committee for the Study of Fees. Gentlemen, 
it has been a very real task to select that Committee but 
it will be appointed not later than May 15; there was 
no direction by the House of Delegates in the resolution 
as to who should constitute the Committee, how many 
should be on the Committee, how it should be handled, 
or when it should report, and it has been left up to the 
Speaker to make those decisions. 

There is only one more thing to say, then, and it is 
this: It is not necessary for you to move for another 
session of this House of Delegates, since it is already set 
for September. That is automatic. However, if you 
should decide that you wish another special session of 
this House, then of course before we adjourn today it 
will be necessary to so move. 

I would like to introduce to you Dr. L. Fernald Fos- 
ter, Secretary of the Michigan State Medical Society, 
whose presentation will be, “How We Got Where We 


Are.” 


Il. HOW WE GOT WHERE WE ARE 
By Secretary L. Fernald Foster, M.D. 
I have been assigned by The Council the subject, 


“How We Got Where We Are.” Probably the first 
statement to be made in that connection is a statement 
as to where we are. I think that can be simply said, 
that we are still in the position of practicing medicine 
as a free enterprise, as we have all known it, and that 
that is where we are; but the title as assigned, “How 
We Got Where We Are,” involves a consideration of 
certain factors that were operative in the last eighteen 
or twenty years to have preserved the status quo in 
which we find ourselves. 

It was apparent, in the late ’20s, that the costs of 
medical care were rising rapidly, and an appreciation of 
this was had probably as early as any by the State 
Medical Society. The rapidly increasing tempo of med- 
ical science had been adding considerably to the costs of 
medical care, and your State Medical Society through 
its Council and Executive Committee began early to 
conduct research studies in the costs of medical care, 

These research studies involved, as some of you will 
remember, the sending of a delegation to Europe to 
study the plans on the continent and in England, and 
other studies, to the end that early in the consideration 
of this problem a device based on the insurance prin- 
ciple was developed—a device which many of you have 
probably forgotten, a device known as Mutual Health 
Service, a voluntary plan quite like the Michigan Med- 
ical Service, but a plan which was never put into 
operation because of certain economic conditions existing 
at the time. 

However, in the early °30s there developed in this 
country a new social and political philosophy: and as I 
look about this room I see many men here who were 
active in the research studies and in the activities lead- 
ing to the devices developed since. 

Also, in this group I see many men to whom the 
early history of the present device under which we have 
operated is simply a matter of hearsay, and so this 
presentation has been ordered by The C ouncil simply to 
refresh the memory of those who had an active part in 
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its development, and at the same time to bring to those 
to whom this is not firsthand information, the facts of 
what happened. 

If you will remember, with the development of the 
new social and political philosophy in the early ’30s, a 
philosophy based on paternalism and a philosophy that 
lent itself readily to the institution of a new type of 
medical practice that would fit into that new political 
and social philosophy. 

It was perfectly evident at the time that unless some- 
thing could be developed by the medical profession to 
preserve the private practice of medicine with all those 
attributes that we have pointed to so much, that of 
wholesome competition and unrestricted initiative, and 
a patient-physician relationship, and others—and so The 
Council set about developing some such procedure. 

Obviously, they turned to the logical source of such 
a development, which was the insurance industry. The 
insurance industry flatly refused to have any part of 
such a development because of the lack of actuarial data 
and statistical information that was necessary in order 
to develop plans, contracts, fees, and so on. 

So, it left your Council with but two alternatives. 
One was to endeavor by their own techniques to develop 
some sort of a device, or to succumb to the then actively 
developing programs in the Congress. The Council 
chose to lose, if they had to lose, by at least trying, 
rather than to lose by default; and so they set about 
developing what is now Michigan Medical Service. 

They had only two commodities with which to work 
in the development of this device. One was the par- 
ticipation of nearly 90 per cent of the doctors of 
Michigan, and the second one was a will and a deter- 
mination to solve this rapidly growing economic problem. 

And so, by a most cumbersome and inefficient trial 
and error technique, but the only one at their disposal, 
they came forth with what is now Michigan Medical 
Service. Some of you will recall the fact that in the 
early stages, by the deficiencies in such a technique of 
trial and error, they found themselves many times in 
bad shape because it was purely guesswork. 

As time went on, and as statistical information and 
actuarial data were compiled, it became sounder, and 
was on a sound actuarial basis. Incidentally, in this 
connection, let me say that it was the actuarial statistics 
developed by Michigan Medical Service that subsequent- 
ly were utilized by the commercial companies in entering 
the field and making the contribution that they have 
since made. They have frankly made the statement that 
when they did enter the field, they entered it because 
they had then acquired actuarial data which were de- 
veloped definitely by the Michigan State Medical So- 
ciety in its program. 

Now, we believe that Michigan Medical Service is 
certainly not perfect. We believe that for seventeen 
years it has served (as some of us said so many times) 
to save the medical profession from the institution of a 
governmental program of compulsion as compared to a 
voluntary program that is more democratic. 

The most important thing that it has done, I be- 
lieve, is to have served the public better. What it did 
for the medical profession, I would feel, might better 
be considered as a secondary result. But for seventeen 
years it has served a purpose, 

Probably the device in its present form is not now 
adequate to serve the purpose of the problems that are 
arising due to our changing economic climate. That, I 
believe, is probably why today you have been called 
into session to determine what, if any, changes should be 
made in this device or whatever device is utilized to 
solve the problems of 1957. 

There are, however, certain points that I should like 
to mention in this sketchy presentation. One is the fact 
that, first of all, Michigan Medical Service is not an 
insurance company. It was developed on the basis that 
if the medical profession were to indulge in this activity, 
it should stay within its prerogatives, and for that reason 
it was developed on the theory of a service plan. 
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As you know, only the medical proféssion is in a 
position to render service. A commercial insurance com- 
pany can’t give service; all they can give is dollars. All 
that the medical profession can give in any program is 
service. They haven’t funds to give money. And therein 
lies the difference between a service plan and an jn- 
surance company. 

The question has been raised many times that if the 
present device operated by the State Medical Society 
were to become an insurance company, then the medical 
profession might well ask itself if it was exercising its 
prerogative to be in the insurance business. 

The medical profession from time to time has decried 
the fact that corporations practice medicine, and one 
might imagine that the insurance companies might well 
say: If they become an insurance company, what right 
have we as doctors of medicine to be operating an jn- 
surance company any more than a corporation has to 
be operative in the field of medical care? 

Michigan Blue Shield is now constituted as the Michi- 
gan State Medical Society. Its corporation is the House 
of Delegates elected democratically by the component 
county societies. The corporate body elects the directors, 
75 per cent of whom are practicing doctors of medicine. 
They determine the policies based on their knowledge of 
private practice as we understand it and have under- 
stood it. 

The development of Michigan Medical Service over 
the last seventeen years has served the purpose of giving 
the people a better service at a price they could afford to 
pay, and at the same time preserving the private prac- 
tice of medicine as a free enterprise. 

Had The Council failed in 1939 when this was de- 
veloped, those of you who have come into the practice 
of medicine since that time might never have known 
what the private practice of medicine was, as those of 
us knew it who have been practicing for some time. 
You probably would have been practicing under some 
scheme of compulsion that would have kept from you 
the knowledge of what private practice is as you know 
it today. 

We believe that the development of Michigan Medical 
Service, as has been so often stated, has not only pre- 
vented the medical profession from having been invaded 
by governmental agencies, but there are other groups 
and other forces at work particularly now. Aside from 
that of governmental intervention, we have the pressure 
of commercial companies, we have the individual pres- 
sure groups, and of course we have the constant threat 
of governmental intervention. 

It isn’t government alone. It does not make too much 
difference, I believe, whether it is the government or 
private agencies or pressure groups, If any of them suc- 
ceed in directing the practice of medicine, then we will 
have lost a heritage that we believe has been preserved 
for us and that has brought us to where we are at the 
present time. 

I would like to close these remarks, which are just a 
sketchy review to most of you, about how we got where 
we are, which is simply a condition of status quo from 
our private practices. 

The one element is the device we are here to discuss 
today, Michigan Medical Service. I think we should 
bear in mind also that the responsibility of the State 
Medical Society or Michigan Medical Service is to pre- 
serve, first of all, the over-all practice of medicine for 
everybody. I think we must realize that there is only one 
banner under which we all, as specialists, as staffs, as 
county medical societies and as rugged individuals can 
rally, and that is under the banner given you by your 
Doctor of Medicine degree and the fundamental units 
of organized medicine. 

I think your Council believes that its first respon- 
sibility is to preserve the over-all practice of medicine, 
and that then the problems arising from groups within 
the profession have to be handled as equitably as pos- 
sible within the realm of being realistic in what we do, 
and at the same time keeping the plan actuarially sound. 
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The significant factor most often overlooked in this 
program is its acceptance by the people of Michigan 
and the country. Without doubt the representatives of 
Michigan Medical Service have done an excellent job 
in presenting the Blue Shield plan, but it is not because 
of the supersalesmanship of these representatives that the 
Blue Shield plans have grown so vigorously. It is be- 
cause the people have wanted the service, and the pro- 
tection this plan affords them. 

This is a partnership proposition entered into between 
the patient and his doctor. Nothing must be done which 
will disturb or negate the relationship, because the suc- 
cess of the entire voluntary movement is based upon it. 
The interposition of any party between the patient and 
the doctor is an anathema to both, for socio-economic 
and scientific reasons. 

Evidently to date the service afforded the patient by 
the doctor has been very acceptable to the patient, or he 
would not have continued his support of the program. 
We who have the responsibility for the administration of 
the program have the task of giving all the patients 
what they want and are willing to pay for within the 
philosophies of the plan. 

We are not responsible for acceeding to the wishes of 
pressure groups, nor of solving solely by this machinery 
all of the social and medical problems involved in the 
care and treatment of the healthy and the sick. To at- 
tempt to do this would be to accept a responsibility not 
intended by the Michigan Medical Service charter, nor 
possible within the scope of its financial assets. 

Tue Speaker: Thank you, Dr. Foster. 

The next portion of the informational part of this 
meeting will be a discussion of various attempts that 
have been made to solve the problem. For this part of 
the presentation, Dr. Arch Walls, President of the 
Michigan State Medical Society, Dr. Donald W. Thorup 
of Benton Harbor, delegate from Berrien County Med- 
ical Society, and Dr. Max L. Lichter of Melvindale, a 
delegate from the Wayne County Medical Society, will 
be called upon at this time. 


Ill. VARIOUS ATTEMPTS TO SOLVE 
THE PROBLEM 


Panel Discussion by 
Drs. Walls, Thorup and Lichter 


PresweNt Arcu Watts: The purpose of this panel 
this morning is to bring you merely factual information. 
These two members, Dr. Thorup and Dr. Lichter, are 
from a committee that was appointed by your State 
Society to study and review what other plans have been 
in existence and what they are doing throughout the 
United States. They have done a very exhaustive study, 
and we hope by their presentations this morning that 
they will be able to give you some factual information 
that you will be able to condense and form some 
opinions on as to what we are going to do in the 
future. 

The plans outlined here were selected to represent 
various programs in the area of prepaid medical care. 
There are, of course, a great number of plans and ap- 
proaches in existence, far too many to be detailed here. 
For the present purposes it was felt that prototypes of 
the various approaches would serve to indicate what 
has developed. 

The presentation is based upon the following classifica- 
tion: 


1. Plans controlled by medical societies: 
(a) Blue Shield (1) 
(b) Windsor (Ontario) Medical Service (2) 
Plans not controlled by medical societies: 
(a) Indemnity 
(1) Commercial insurance (3) 
(2) Deductible and co-insurance (4) 
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(b) Group or closed panel 
(1) Health Plan of the Kaiser Foundation 
(5) 
(2) Health Insurance Plan of New York 
(HIP) (6) 
(3) Community Health Association (CHA) 
7 


Each plan is outlined under the following headings: 
1. What the plan covers. 
2. How physician functions under plan. 
(a) Organizational structure. 
(b) How physician is paid. 
(c) How physician works under plan. 
Rather than take further time, I will call on Dr. 
Donald Thorup to give you his presentation of the facts 
and information that he has. 


* * * 


D. W. Tuorup, M.D. [Berrien]: There has been 
distributed to you gentlemen a glossary of terms which 
we felt might be beneficial to you in discussing or think- 
ing about the various plans that are going to be pre- 
sented. As Dr. Walls has said, we cannot begin to 
present anywhere near all of the prepaid plans that are 
in existence. Consequently, we have selected a few that 
we thought were examples of the various types, and we 
are presenting those plans in some detail. 

This glossary of terms we will run through briefly. 
Most of these terms are probably familiar to you. 

Participating Doctor.—A doctor of medicine who has 
signed an agreement with Michigan Blue Shield to ac- 
cept as full payment for his services to Blue Shield mem- 
bers the fees as established in the Blue Shield Schedule 
of Benefits when the member’s family income is within 
the limits of his Blue Shield contract. Currently there 
are two income limit contracts and two schedules of 
benefits—$2,500 family income and $5,000 family in- 
come ceilings. 

Participating Hospital——One that has a contract with 
Blue Cross to provide Blue Cross members with all 
available services covered in their Blue Cross contracts, 
and to look only to Blue Cross for payment of these 
services. Blue Cross in turn agrees to reimburse the 
hospital for all such services received by Blue Cross 
members, according to the payment formula established 
by the Blue Cross Board of Trustees. This is a legal 
agreement validated by both hospitals and Blue Cross. 

Blue Cross Participating Agreement.—The document 
which contains signatures of the hospitals and Blue 
Cross, specifying the conditions under which a hospital 
is a “participating” hospital, and binding the hospital 
and Blue Cross to these conditions. These are signed 
by the doctor and the hospital agreeing to provide these 
hospital services. 

Medicare is not particularly germane to our immedi- 
ate problem, and is not going to be discussed in detail. 
It is a program through which dependents of U. S. 
servicemen and servicewomen are entitled to certain 
benefits. The program is administered by Blue Cross- 
Blue Shield acting as agents in this State. 

Service Benefits—This is a term that you hear a 
great deal about. Service benefits are hospital, medical 
and surgical services provided by the Blue Cross and 
Blue Shield certificates as needed. Payments for these 
services are made directly to the doctors and hospitals. 

Insured Plans.—We refer here to programs of hospital- 
ization, medical and surgical coverage offered by com- 
mercial insurance companies that are usually and in 
fact almost always on an indemnity basis. 

Loss Ratio.—This is the ratio of claims paid to total 
income. At present the Blue Shield loss ratio is about 
98 per cent. 

Fee Schedules.—Also referred to as the Schedule of 
Benefits, the Fee Schedule provides payments for services 
on a level with what the medical profession regards as 
the average fee for the average case for persons within 
the prescribed income brackets. These schedules were 
developed, as you know, by committees of the Michigan 
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State Medical Society from information secured from 
you, the doctors of the State. 

Non-Group Contracts.—These are certificates offered 
for individual participation in Blue Shield and Blue 
Cross. 

Group Contract.—A certificate offered to groups of 
five or more people. The membership fees are paid 
collectively through one remitting agent. 

Group Conversion——tThe certificate offered to indi- 
viduals when they leave the group through which they 
have been covered. The benefits are less broad for this 
type of service and the rates are somewhat higher. 

Indemnity.—The term “indemnity,” which we will 
use several times today, is specific cash payments paid 
for benefits. These are usually paid directly to the in- 
sured, unless he assigns them to the hospital or phy- 
sician. 

Catastrophic Illness Coverage——A kind of modified 

“major medical” offered widely by commercial com- 
panies to provide coverage for catastrophic illnesses, 
such as poliomyelitis, leukemia, diphtheria, and so on. 

Major Medical.—These are programs that are pro- 
vided for unusually long or complicated cases. They 
usually contain so-called deductible or co-insurance fea- 
tures; that is, after the basic coverage has been ex- 
hausted there is a benefit covered by the patient, and 
then subsequently benefits are paid by the member and 
the plan together. They share in payment on a pre- 
determined percentage basis. 

Several terms which you will hear later on when 
Dr. Lichter discusses them is the HIP, Health Insur- 
ance Plan of Greater New York; the CHA, Community 
Health Association, which is being spearheaded here in 
Detroit by certain union officials; the Kaiser, or Kaiser 
Foundation Health Plan; the Veterans Home Town 
Program, with which many of you are familiar, and 
the Windsor Medical Services plan, which I will discuss 
in some detail. 

The terms “experience rating versus community rat- 
ing’ are extremely important terms in our discussion. 
“Experience rating” is a term used to describe the meth- 
od by which many commercial companies arrive at rates 
for their remuneration. They determine the rate for 
each individual group on the basis of utilization of 
benefits and fees paid out for these benefits. The result 
is that so-called “cream” business, that is, large groups, 
particularly those with a high percentage of young 
employees or single male employees, the type who least 
need and use medical care, are likely to have a very low 
rate. 

I might point out that these commercial carriers are 
not interested in providing services for groups and so- 
called associations. They are not particularly interested 
in the Farm Bureau, or the medical society, or lawyers’ 
groups, or nursing groups, and so on—certain poor risk 
groups that they are not interested in carrying coverage 
on. 

Small groups and those with a predominance of older 
employees who tend to use and need more medical care 
would have an extremely high rate. For them, the rate 
is often beyond their ability to pay. 

It boils down to the fact that experience rating is 
good business for the insurance companies, but bad 
business from a community health protection standpoint 
and, in the long run, for the doctor. It would leave 
the patients, to whom he will be providing the most 
care, without a prepayment program. Under this ex- 
perience rating concept the rate would be too high for 
them to afford, and actually inflict a penalty on poor 
health. 

On the other hand, community rating, as practiced 
by Blue Shield, is a sound social concept. The Blue 
Shield rate is determined by the average utilization 
of all groups, large and small, and thus represents a 
reflection of the utilization of the community as a whole. 
In essence, the extremely good risk groups do carry 
some of the load of the very poor risk groups, but it 
levels out to the average for the entire community. 
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This provides protection at equal cost for all segments 
of the community on a fair and practical basis. It is 
not only good business for the doctor in the long run— 
it is the cornerstone of the basic Blue Shield philosophy 
of providing the most benefits at the lowest cost to the 
most number of people in the community. 

Now, please turn to some of these specific plans. 
This material is in the booklet that was handed to you, 
or at least a good deal of it will be found there. 

The first of the plans is the one with which you are 
most familiar, our own Blue Shield Plan selected as 
an example of a nonprofit, medical-society-controlled 
service benefit plan. 


1. Our Plan covers: 


In-hospital surgical care. 
In-hospital medical care. 
In-patient x-rays by schedule. $15 on basic 
contracts. 
Anesthesia by physician—payment by time. 
Emergency first aid treatment and x-ray. 
Limited office surgical care. 
Maternity—delivery only—flat fee. 
X-rays and EKG’s as in-patients. Supple- 
mental to basic by rider, unlimited as to 
number and in accord with fee schedule. 

(i) Hospitalization through Michigan Blue 
Cross. 

2. Physicians’ function with Plan: 

(a) Plan controlled by Michigan State Medical 
Society. 

(1) Members of the House of Delegates 
of the Michigan State Medical So- 
ciety are the members of the corpo- 
ration. 
33-member Board of Directors—% 
must be M.D.’s. Six from Michigan 
Hospital Association, balance repre- 
sents the public. 

All Board members are elected by 
members of the corporation, by the 
House of Delegates of the State So- 


ciety. 

(b) Physicians are paid by Plan on a fee for 
service basis. 

(1) Two schedules of benefits offered to 
the public—both of which were de- 
veloped by the Michigan State Med- 
ical Society and adopted by the Plan 
Board of Directors. (Fees paid to 
general practitioners and specialists 
are the same.) They are considered 
as average fees for average cases. 

(a) $2,500 Family Income Limit 
Plan. ($2,000 Single) 

(b) $5,000 Family Income Limit 
Plan. ($3,750 Single) 
Participating physicians guarantee 
that fees for contract benefits paid by 
Plan are full payment for persons 
with incomes less than the income 

limit stated in their contracts. 

Plan uses advisory boards from coun- 
ty medical societies to recommend 
individual fees for specific cases 
which fall out of the category of 
routine. (Those are also passed upon 
by the Medical Advisory Board and 
the Board of Directors. ) 

(c) The physician works as a private practi- 
tioner on a fee for service basis. He re- 
serves the right to select the patients he 
wishes to care for. His participation with 
the Plan is optional. He may resign as an 
individual from participation with the plan 
without penalty. 

(d) Plan pays physician directly in all cases. 
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3. Plan’s current cost to patient: * 
(a) Group $2,500 Family Plan for medical and 
surgical care is $3.25 per month. 
(b) Group $5,000 Family Plan for medical and 
surgical care is $4.50 per month. 
(c) Plan employes principle of community rat- 


(1) All groups with same coverage get 
same rates regardless of utilization 
of individual group. 

All groups, regardless of type of em- 
ployment, or nature of work or age 
grouping or race, are all charged 
the same rates for like contracts. 
Subscriber group contracts do not 
exclude pre-existing or chronic con- 
ditions. 

Deductibles and/or co-insurance are 
not written-in features of the Plan’s 
contracts. 

Conversion privileges to individual 
status are available to group sub- 
scribers when employment is termi- 
nated. 

Provision is made to cover retired 
workers for same benefits and same 
rates as active group when formal 
retired group program exists. 


Those are the developments of the Blue Shield Plan 
as it exists today. As pointed out, there is no penalty 
for nonparticipation. This Blue Shield Plan probably 
merits some comparison with some of the other Blue 
Shield plans. There are in existence Blue Shield plans 
controlled by medical societies which do not pay directly 
to nonparticipating physicians. In certain plans pay- 
ment for nonparticipating physicians is made directly to 
the subscriber. 

There are Blue Shield plans controlled by medical 
societies that are indemnity plans. They make payments 
on an indemnity basis solely. Their benefits, by the 
way, compare about equally with a good commercial in- 
surance company. Any indemnity benefits from any 
source may be service benefits if a group of doctors elects 
to have them be service benefits. That is, if a county 
medical society in Indiana, for example, decides that 
the indemnity payment paid by Indiana Blue Shield is 
satisfactory, and if they are willing to accept it as a 
service benefit, then those indemnity benefits may in 
turn be the same as service benefits. 

Similarly, a group of doctors can get together and 
decide to accept the benefits paid by a commercial in- 
surance company; if they do, they then may serve as 
service benefits. That is not the customary procedure, 
of course. 

There has been considerable discussion of more com- 
prehensive service, and studies are being made of ways 
in which more comprehensive service can be provided 
by Blue Shield. It can be done within certain limits. 
It will cost more. The cost probably would be 30 to 
35 per cent more than the cost for the $5,000 income 
limit medical-surgical contract. By “more comprehen- 
sive benefits’ I mean outpatient surgery, anesthesia, 
pathological services, therapeutic radiology, physical 
therapy, and a series of diagnostic procedures including 
x-rays, EKG’s and metabolism tests. 

The figure that I have given you is not an exact one. 
It is an approximation, and the actuaries are specific 
that they cannot be held exactly to that figure, but that 
is their approximation of the additional cost of those 
services. 

As has been pointed out, Michigan Medical Service 
contract has unique features which set it apart from 
those held by commercial carriers’ experience rating 
and community rating contracts. 


*X-ray, EKG and 245-day Medical Rider available 
at additional subscription fee. 
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The second of the prototypes or services that I want 
to discuss is the Windsor Medical Service Plan. This 
Plan has been in existence since 1937, when it was 
established by the physicians of the Essex and Kent 
County Medical Societies. 


1. Windsor Medical Service covers: 

(a) Hospitalization through Ontario Blue Cross. 

(b) In-hospital surgical care. 

(c) Office surgical care. 

(d) Maternity care ($50 delivery plus pre- and 
post-care, at so much per visit). 

(e) Medical anesthesia—payment by time. 

(f) X-ray—diagnostic and therapeutic—no max- 
imum. 

(zg) BMR. EKG, refractions, annual medical 
examination as outpatient. 

(h) In-hospital medical—no limit on number 
of visits except as determined on each indi- 
vidual case by medical director. 

(i) Consultation, with prior authorization by 

Plan. 
(j ) Shock treatments. 
(k) Diagnostic hospital admissions. 
(1) Home and office calls. 
(m) Waiting periods for T&A’s, hernias, gyn., 
O.B. and refractions. 
2. Physicians’ function with Plan: 

(a) Controlled by Essex and Kent County Med- 
ical Societies. 

(b) Board of Directors consists of ten members 
—seven M.D.’s and three lay people. 

(c) Free choice of physician and fee for serv- 
ice based upon a schedule. 

(d) Plan pays about 90 per cent of schedule, 
when pro ratio of income is adjusted to 
services. 

(e) Plan fee schedule is about 89 per cent of 
Michigan Blue Shield $5,000 Plan. 

(f) Specialists are paid higher fees for con- 
sultation than G.P.’s. 

(g) Non-participating physicians are not paid 
by Plan. Payments made to subscribers, 

(h) Medical director adjudicates all disputes be- 
tween subscribers and Plan and doctors 
and Plan—decision is usually final—can ap- 
peal to special committee who reports to 
the Board. 

(i) Medical director reserves right to deter- 
mine adequate amount of medical care, and 
Plan pays accordingly. Doctor can’t charge 
extra to patient if Plan reduces allowances 
if patient is under income. 

(j) The Plan’s board and committees police 
itself. Reports are that it effectively re- 
duces over-utilization and helps to stabi- 
lize rates to subscribers. 

(k) Plan may cancel participation of M.D. 

(1) Plan is full service for families under 
$6,500 incomes—usually accepted for ev- 
eryone. 

(m) 35 to 40 per cent of Plan benefits are 
rendered outside hospital. 

3. Plan’s cost to patient: 

(a) Group plan for a family—$7.90 per month. 

(b) Individual plan for a family—$8.50 per 
month. 

(c) Plan employs principle of community rating. 

(d) Plan does not use deductibles or co-insur- 
ance. 


Among the features of the Windsor Plan, as you will 
note, is the feature that the amount of allowable services 
is restricted by the Plan’s medical director or com- 


’ 


mittee. They refer to this practice as “taxing.” Doctors 
report their services in much the same manner as 
through Michigan Medical Service. A schedule of fees 
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is administered and placed in the doctor’s account for 
“allowable” services. The medical director has relatively 
great latitude in determining which services are allow- 
able. For example, it is within his scope to reduce the 
number of medical attendance calls for which benefit 
will be allowed if, in his opinion, the doctor reports an 
inordinate number of such calls in relation to the dis- 
ability and in relation to general standards of care 
in the area. As pointed out above, the medical director’s 
decision in these instances is generally final. The items 
are then placed in the doctor’s account as a charge 
against the total fund each month, At the end of each 
month the corporation subtracts its overhead satio, 
generally in the vicinity of 10 per cent, from total 
charges against the plan from doctors’ accounts. If 
doctors’ accounts exceed the revenue, as is generally 
the case, a pro rata percentage is established, and this 
percentage is paid each doctor against his account in 
full and final settlement. We are given to understand 
that in practice the doctor receives about 90 per cent 
of his account. Nonparticipating doctors receive fees 
which are approximately 90 per cent of the schedule 
and are at liberty to charge the patient an additional 
amount. 

Specialists are paid higher amounts for consultation 
than general practitioners. In Canada there is gov- 
ernment certification of specialists, making them a very 
distinct class and making this differentiation more 
feasible than it would appear to be the situation in 
Michigan. This distinction is readily accepted. 

The Windsor Plan is one of the most comprehensive 
programs of its type in existence today. It appears to 
enjoy a high degree of subscriber satisfaction. Control 
of the Plan seems to lie in the right of the corporation 
to determine which services will be allowed, and in their 
right to settle with doctors according to the sums 
available in the funds on a monthly basis. 

The fee schedule of the Windsor Plan: A few ex- 
amples are given, An office visit to the general prac- 
titioner is $3 for the first visit and $2 for the second. 
The office visit to a specialist in internal medicine is $7. 
The fee for an appendectomy is $100: the O.B. fee is 
$50, and pre- and post-natal care is provided on an 
office visit basis of $3 and $2. 

Finally, commercial insurance contracts, with which 
you are familiar and on which we need not spend much 
time: 


1. Insurance covers: 

(a) Hospital insurance, usually on basis of fixed 
amounts for room and extra services. 

(b) In-hospital medical care per schedules. 

(c) Office and hospital surgical care (including 
O.B., delivery only) per schedules. 

(d) Emergency accident care (includes out- 
patient). 

(e) Home and office calls—with and without 
deductibles. 

(f) Outpatient diagnostic services on a deduct- 
ible basis or maximum per year allowances. 
(No schedule on x-rays). 

Dread disease riders up to $5,000 or $10,- 
000. 


Major medical coverage—usually inclusive 
of all charges for hospital, medical, drugs 
and appliances with deductibles and co- 
insurance. (No schedule of fees.) 


2. Physician’s function with carrier: 

(a) Physicians are totally unassociated with 
insurance plans and have no voice in policy 
decisions covering payments for medical 
care. 

(b) Insurance plans controlled by stockholders 
and lay corporation boards of directors. 

(c) Physician is paid on fee for service from the 
insured member, Insured member looks to 
insurance company for claim. Payment, un- 
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less assigned to doctor, is made to patient. 
Each insurance company has a wide variety 
of fee schedules which it sells to insurance 
consumer. Usually, the one selected is de- 
termined by its price to the insured. Fee 
schedules range from $100 schedules to 
$150, $200, $225, $250, $300, $350, $400 
so on. 
Insurance plans do not seek fee recommen- 
dations from the Michigan State Medical 
Society nor do they have county society 
fee adjudication boards to assist them in the 
determination of fees for unusual and com- 
plicated procedures. 
Physician reserves the right to choose his 
patients. 
Insurance plans generally will get together 
any kind of a plan desired by a group— 
but on an indemnity basis and scaled to fit 
a predetermined premium charge. 

3. Cost of insurance plans to patients: 

(a) Cost varies with level of benefits selected 
by insured. 

(b) Cost of group contracts is determined by 
group utilization since insurance plans use 
the principle of risk selection and experience 
rating. 

Cost of group contracts is also influenced 
by type of employment and age grouping. 
Usually, conversion from a group status to 
an individual status upon termination of 
employment is not offered. 

Seldom offers same coverage at same rates 
to retired workers as are available to active 
employees. 

Many groups of employees are considered 
undesirable by insurance companies and 
are dropped or never written by them. 


PresipDENT Watts: Thank you, Dr. Thorup. 

Dr. Max Lichter, the next man on the panel, will 
talk to you in regard to some of the other plans that 
are in existence throughout the country, such as the 
Kaiser Plan, the HIP, and a few of the others that 
are in some of the smaller areas. 

* * * 


Max L. Licuter, M.D. (Wayne): This method of 
presentation which Dr. Thorup and I are following was 
designed to acquaint you with what is going on in 
various parts of the country, to provide you with a back- 
ground which will prove valuable in your own con- 
siderations of the momentous problems facing the pro- 
fession, at least in Michigan. The plans that I am 
going to discuss represent a departure from the type 
that have been given to you by Dr. Thorup. 

The General Electric Comprehensive Medical Expense 
Program is an insured program but, as you will note 
when we detail it, it represents a rather radical depar- 
ture for an insured program, and also has in it certain 
features which could prove quite attractive to both 
the physicians and patients. 

The Plan went into effect on October 1, 1955, despite 
considerable resistance on the part of union leaders in 
this industry, which represents about the third largest 
employer of people in the Unted States. 

Despite the resistance of the leadership of these work- 
ers, 94 per cent of the employees signed up with the 
Plan originally, and when the rolls were opened on 
October 1, 1956, a total of 99 per cent of the employees 
of General Electric accepted this Plan. 


1. What Plan covers: 

(a) It is part of an insurance program pro- 
viding life insurance, accidental death or 
dismemberment insurance for employees, 
weekly sickness and accident insurance for 
employees, comprehensive medical expense 
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for employees and dependents, and mater- 
nity benefits for female employees and 
dependent wives. 

(b) There are two classes of expenses: 

(1) Type A covers hospital room and 
board, special hospital services re- 
quired for medical or surgical care; 
operating room, drugs, dressings and 
blood transfusions; anesthetics surg- 
ical fees; diagnostic x-rays; infant 
care. 

The Plan has a deductible feature which is put in 
for obvious reasons. Two obvious reasons come to mind. 
One is that it is a device to reduce the premium, and 
secondly it may be regarded as a device to prevent 
overutilization. 

Under Type A, the first $25 of expense is paid by the 
employee. The next $225 is paid by the Plan. Then 
the co-insurance feature begins to operate, and the em- 
ployee pays 15 per cent with the Plan paying 85 per 
cent. 

(2) Type B. Outpatient feature of Plan. 
Covers services of physicians, includ- 
ing specialists, other than for surg- 
ery; diagnostic laboratory work not 
covered under Type A; x-ray and 
radium treatment not covered under 
Type A, Oxygen and administration 
thereof not covered under Type A. 
Blood transfusions not covered under 
Type A. Services of most registered 
graduate nurses; drugs and medi- 
cines requiring prescription; rental 
of such equipment as iron lung; 
artificial limbs. 

In any one calendar year the first $50 is paid by 
the employee. That is per individual, not per family 


or per contract; it is the first $50 for any one person. 
Above that, the Plan is strictly co-insurance, with the 
employee paying 25 per cent and the Plan paying 75 
per cent. 


(3) Combined maximum benefits for 
Type A and Type B expenses for 
each covered individual—$15,000 in 
total with maximum of $7,500 in 
any one calendar year. 

(4) Benefits determined separately for 
each individual. Employee pays no 
more than first $50 for any combi- 
nation of both Type A and Type B 
expenses for any one covered person 
during any one calendar year. 

(5) Benefits for semi-private hospital ac- 
commodations are provided without 
dollar limit. 

(6) Maternity benefit (in lieu of ALL 
OTHER benefits) : 

Normal delivery—$150. This is not 
necessarily a fee to the doctor; 
this is regarded as an indemnity 
payment to the patient in lieu of 
all other benefits. 

Caesarean—$225 

Miscarriage—up to $75 
For severe complications of preg- 
nancy or resulting from childbirth, 
Plan pays 75 per cent of amount 
exceeding $150 (paid by em- 
ployee) up to $5,000 for any one 
pregnancy. 

(7) Psychiatric treatment out of hospital 
will be paid by Plan up to 50 per 
cent. If in hospital, benefits will be 
paid on basis of Type A and Type B. 

How physician functions under Plan: 
(a) Organizational structure 
(1) Through Metropolitan Life Insur- 
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ance Company. In effect until Oc- 
tober 1, 1960. 

(2) Care is furnished through regular 
private practice channels. Patient 
has complete free choice. 

(b) How physician is paid 

(1) Physician is paid his usual fee for 
service rendered, subject to deduct- 
ible and co-insurance provisions of 
Type A, Type B, and maternity 
benefits coverage. 

Physician collects employee’s por- 
tion of fee directly, and Plan’s por- 
tion from the insurance carrier. 

(3) There is no fee schedule. Benefits 
are based upon fees which are 
“reasonable, necessary and _ custo- 
mary.” 

(c) How he works under Plan 

(1) Physician’s cooperation is essential to 

success of Plan. Must guard against 
taking unfair advantage of the in- 
surance program. As Elmer Hess 
has said, “Insurance per se . . . does 
not create new wealth and .. , is no 
justification for increasing an other- 
wise reasonable fee for a professional 
service.” 
Physician renders his service upon 
usual basis of private practice. 
Necessary consultations are per- 
mitted. Surgical assistants are paid. 
Services can be rendered in the hos- 
pital, in the office, at home—wher- 
ever physician feels the patient will 
receive best care. 

3. How much employee pays: 

(a) Is based upon whole Insurance Plan. He 
buys one package. 

(1) For employee alone, 0.9 per cent of 

normal annual straight-time earn- 
ings. 
Comprehensive medical expense in- 
surance and maternity benefits for 
dependents, additional 2 per cent of 
normal annual straight-time earnings. 
Example: Employee earns $6,000 
per year straight-time wages, Cost 
of Plan: Individual employee, $54. 
Employee and dependents, $174. 
This is for entire package. 

(4) Balance of cost paid by General 
Electric. 

(They pay, I am told, at least 50 per cent, and I have 
heard the figure of two-thirds.) 

As I said earlier, this is an attractive plan, one which 
requires the cooperation of physicians. In Berkshire 
County, Massachusetts, where there are a fair number 
of General Electric employees, the County Medical So- 
ciety has taken it upon themselves to establish a com- 
mittee to police the operation of the Plan. 

As you may know, just last month the Wisconsin Blue 
Shield Plan offered three contracts which in principle 
are similar to the program that General Electric is using. 
These three programs were based upon the experience 
obtained in Racine, Wisconsin. We can’t tell you too 
much about it because there has not been an opportunity 
to investigate the program initiated by Wisconsin, but it 
certainly is one that deserves a lot of consideration. 

The next plan that I think is of interest to you is the 
one that is sponsored by the Kaiser Foundation. 

1. What Plan covers: : 

(a) Diagnosis and treatment (surgical and med- 
ical) in hospital and home and office, by 
specialists, with no limits on number of 
visits, physical check-ups, pediatric care, 
eye examination for glasses. 


(b) Dependents pay half of x-ray and laboratory 
fee in most contracts. 

(c) Tonsillectomy $15 extra for subscriber to 
$35 extra for dependents. 
111 days’ hospitalization for subscriber; 60 
days for dependent, with additional 51 days 
at half private rate. 
$1 for each office visit (except in some 
contracts where for an additional premium 
this charge is prepaid). $3.50 and $5 house 
call charge, depending on time of day. 


(These charges of $3.50 and $5 for a house call were 
put in mainly to provide additional revenue for the 
group that operates the medical aspects of this Plan. It 
provides no deterrent aspect, and when this was dis- 
cussed with the Kaiser people their studies indicated that 
the $1 had no particular effect on the utilization in- 
cidence. ) 


(f) Obstetrics $60 for subscribers; $95 for de- 
pendent after ten months’ membership. 
Pre-existing conditions covered at half 
private rate in most groups. (This is just 
for the subscriber. By “subscriber” here I 
mean the man who is a member of a par- 
ticular group.) 

Drugs and appliances not furnished. (They 
can be purchased either at the clinics or 
hospitals that have been set up, and the 
cost is about 10 per cent less than one 
would pay in the drug store of his own 
choice. ) 

Free choice of physician within group. (If 
the patient is not satisfied with the physi- 
cian to whom he was assigned, he can 
choose another physician within the group; 
this, however, has led to some embarrassing 
situations to both the physician and pa- 
tient. ) 

Special provision for care outside service 
area, in which the Plan pays up to $250 for 
expenses incurred. (In order to beat that 
cash outlay they have been known to send 
airplanes to pick up patients and bring 
them to their own hospital. ) 


2. How physician functions under Plan: 


(a) Organization Structure 
(The organizational structure is rather 
complicated and difficult to understand. 
Apparently it has undergone some changes 
in the past few years.) 

(1) Kaiser Foundation. Is a nonprofit 
organization, interested in many 
areas of philanthropy. 

(2) Kaiser Health Plan (is regional). 

Three regions, one in the Northwest, 
the Portland-Vancouver area; one in 
the San Francisco Bay area, and the 
third in the Los Angeles area, Plan 
in these regions contracts with doc- 
tors and hospitals for services on be- 
half of its subscribers. 
Kaiser Foundation Hospitals own all 
hospitals and clinic buildings and 
rent space to doctors. (These were 
turned over to this new organization 
several years ago.) 

(4) Permanente Medical Group in Bay 
area has 300 physicians (determined 
on basis of one physician per 1,000 
patients), about 70 of whom are 
partners and balance are salaried. 


(Apparently the Health Plan does not interfere with 
the group in the type of medical care rendered. They 
merely contract for service; but as nearly as we can 
determine, there is no intrusion of the Plan into the 
professional aspects of medicine. The third party rela- 
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tionship here is off to one side, and is purely a financial 
one.) 
(b) How physician is paid 

(1) Group is paid a capitation fee by 
Plan. Extra charges to member as 
well as fees from private patients ac- 
crue to Permanente Group. 

(2) Physician is employed initially on a 
salary basis. 

For example, it is easy to get internists. They will 
hire them for a lesser salary than they might hire sur- 
geons. If they hire a thoracic surgeon, and if they are 
hard to come by, he might be engaged at an initial 
salary of $1,500 a month. Their current salary for new 
internists is $900 a month, and for surgeons $1,000 a 
month. 

After three years of satisfactory service, the physician 
may become a participant in the group. As a participant 
he is entitled to a certain portion of any profit or excess 
over operation that the entire group accumulates. After 
a two-year period he may purchase a partnership in the 
group. That runs somewhere around $7,000 or $8,000. 
The income of the partner depends upon his seniority 
and also upon the degree of responsibility he has in the 
group. All department heads, for example, are not paid 
the same salary, but as a partner they share alike and to 
a greater extent than participants in the profits. 

(c) How physician works 

(1) Group divided into specialty services 
in each facility, each headed by a 
chief. There is intra- and inter-serv- 
ice consultation, and this is encour- 
aged, Practically no general practi- 
tioners are employed. 

As far as I could determine, in the Bay area they 
employ two general practitioners who are in the Depart- 
ment of Medicine. The rest of the operation is strictly 
by specialists who are either Board certified or Board 
eligible. 

(2) They work 5% days a week or, as 
they put it, eleven halves in a week. 
They see patients in their own serv- 
ice by appointment. All administra- 
tive details are handled by ancillary 
assistants. 

House calls, night and emergency 
service are rotated among the junior 
members. 

(4) Vacation periods, educational privi- 
leges, etc. depend upon the physi- 
cian’s status with the group. 

3. How much it costs the patient: 

(a) This depends upon the class of coverage. 
The examples are based on family unit. 
Group—Same benefit for subscriber and de- 
pendents, $14 per month. Group—Sub- 
scriber benefit and usual dependent, $11.40 
per month. Non-group (equivalent to usual 
dependent benefit and for subscriber and 
dependents), $11.80 per month. 

(b) Groups pay $2 registration fee 

(c) Non-group (family) pay $4 registration fee 
and $3.50 medical, review fee. 

(d) Approximately 600,000 members. 


Tue SPEAKER: May I ask the members of the House 
to write out your questions, and either send them to the 
front of the room or hold them up so they may be col- 
lected. We have asked the Vice Speaker, Dr. Lightbody, 
if he will take these questions and combine them so that 
when we come to the question and answer period this 
afternoon there won’t be a lot of overlapping. As soon 
as you have written your questions, hold them up so 
that they may be collected, or bring them to the front 
of the room. 


M. L. Licuter, M.D.: The next plan of interest is 
the Health Insurance Plan, HIP. 
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What Plan covers: 


(a) 


(b) 
(c) 


(d) 


(e) 


Complete care including home, office and 
hospital by general practitioners and spe- 
cialists. 

Outpatient diagnostic and laboratory pro- 
cedures, 

Eye examinations, visiting nurse service, 
periodic health examinations, immuniza- 
tions. 

House calls at patient’s request between 10 
p.m. and 7 a.m. at extra charge of $2. 
This is only extra. 

Free choice of group and then of physician 
within group. 


How physician functions under Plan: 


(a) 


(b) 


(c) 


Organizational structure 
(1) A central “headquarters” which col- 
lects dues, disburses to physician 
groups; sets standards for initiation 
of groups and maintenance of stand- 
ards of medical care; develops ap- 
propriate statistics; develops system 
of patient records and maintains 
their completion and collection; in- 
itiates subscriber as well as physician 
educational programs relative te the 
plan; conducts surveys concerning 
utilization and quality of medical 
care furnished members; administers 
a pension fund set up for physicians. 
(In this respect the central head- 
quarters intrudes itself between the 
physician and patient.) 
Physicians form autonomous medical 
groups and approach plan for par- 
ticipation. Must conform both in 
composition and physical facilities to 
criteria laid down by plan. Groups 
are partnerships with additional phy- 
sicians on a salary basis. Limited in- 
frequently used specialties paid on a 
fee basis through a special fund con- 
tributed to by all groups. Groups 
must finance own building and 
equipment. Criteria, in addition to 
basic, further depend upon number 
of persons group contemplates caring 
for. All groups are responsible to 
central office through a 15-member 
medical control board, a_ policy- 
establishing mechanism. (The groups 
do not have any interrelationship 
other than as spokes of a wheel 
radiating toward the central head- 
quarters, which is the hub.) 
How physician is paid 
(1) Group receives annual per capita fee 
of $31.20 (at present) for each 
member who elects to use group. 
(This is not only for each member 
but also for each member of the 
family. ) 
After administrative and operating 
expenses are paid, as well as salaries, 
collected funds are apportioned to 
group partners on basis of respon- 
sibility, training and seniority. 
How physician works under Plan 
(1) Almost all physicians work in Center 
part-time. (One exception in the 
group sponsored by the hospital in 
New York.) Most have own private 
office for private practice, but even 
here many will see HIP members. 
Only one group is composed entirely 
of full-time physicians, as it is asso- 
ciated with a hospital. 
(2) As far as possible, each patient is 
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first seen by a general practitioner 
(who represents about 40 per cent of 
the 1,100 men in the plan), who 
serves as the personal physician and 
who acts as the referral agent and 
is responsible for follow-up of treat- 
ment as well as the patient’s com- 
pliance with consultative referrals. 
House calls rotated through partners 
of group with main responsibility 
falling on general practitioners. 
Patients are seen by appointment 
with physician of choice. New pa- 
tients are assigned on rotation. Pro- 
vision for emergencies and drop-ins. 
Non-members seen at Center with 
fees based upon a schedule and ac- 
cruing to group. Part-time physi- 
cians (even partners) conduct pri- 
vate practice in own separate office. 
Hospital care is given at hospital of 
which physician is a staff member or 
where he has privileges. 

Group contracts with central office 
to furnish agreed medical services to 
members. 


How much Plan costs patient: Pes 
(a) Standard plan, designed for individuals 


with base salary of not more than $6,000 
or families with income of not more than 
$7,500, has monthly cost of $3.56 for in- 
dividual; $7.56 for couple, and $10.68 for 
family. At least one-half must be paid by 
employers. 

Subscriber earning more than in standard 
plan pays 20 per cent more. 

Usual enrollment is group of 10 or more 
subscribers, though recently individual en- 
rollment in apartments or housing projects 
has been undertaken. 

All subscribers must carry own hospital in- 
surance and it must be Associated Hospital 
Service of New York (Blue Cross). 


The next plan is the Community Health Association, 


One local union (for example) will be of- 
fered the plan. Within this group there will 
be further offered to the individual union 
member the choice of accepting CHA or 
continuing his present plan (or any modi- 
fication thereof). It is said that this type 
of choice will always be a policy of the 
UAW-CIO. It is said that CHA eventually 
wishes to offer its plan to any member of 
the community. 


2. How physicians function under Plan: 


(a) 


Organizational structure 

(1) CHA will have a board of directors 
who will decide and control every 
aspect of the plan. 
There will be a CHA medical direc- 
tor, responsible solely to the board. 
His responsibilities have not been an- 
nounced. 
Apparently there will be “built-in 
mechanisms to make possible the 
rendering of high quality medical 
care.” (We put that in the form of 
a quote because those are words that 
Walter Reuther used.) It may be 
that this will be accomplished 
(policy-wise) by the establishment of 
a medical advisory committee (to 
the board) built around a university 
medical center. This committee, 
having no executive function, pur- 
portedly would be sensitive to trouble 
spots, advise on standards and poli- 
cies, have no vested interest, and 
would eliminate local politics. It 
would screen all physicians having 
an integral role in the program, 
Groups of physicians would be estab- 
lished to provide services of plan. 
There is no information concerning 
criteria for establishment of groups, 
financing of group facilities and 
equipment, or minimum number of 
members a group must care for. 
However, it has been suggested to 


the Board that it is dangerous to 
permit groups to have total autono- 
my. Hence, the group medical di- 
rector, its executive officer, should 


or CHA. Unfortunately, we have had to be quite vague 
in our presentation, because while we have heard much 
of what they are going to do, we have not been aware 
pe salon theies h they outline precisely what is to be have ho he ak lacans eee 
All information relative to this plan should be re- director of the plan. 
garded as hearsay, although much probably represents 3. How the physician is paid: 
what will prove to be definitive. (a) No official pronouncement has been made. 
1. What the Plan covers: Best information at present is that all phy- 
(a) Apparently the coverage will be compre- sicians will be on a salary, to be paid di- 
hensive in home, office and hospital with rectly by the CHA. (We have also heard 


diagnostic and laboratory service. There is 
no information concerning exclusions. 
There is no information concerning extras. 
There is no information concerning status 
of dependent coverage. 

Apparently plan is based upon combination 
of features of HIP and Kaiser Plan. At 
present it is said that CHA does not con- 
template building own hospitals. (The 
present plan is that physician members of 
their organization will utilize the hospitals 
in which they now have membership or 
privileges. ) 

Apparently premium will include hospital- 
ization, It may be that CHA will then 
negotiate for hospitalization directly with 
hospitals (though on what basis is presently 
not known) or will purchase hospitalization 
from Blue Cross. 

It is said that, in beginning, CHA will 
start on a small-scale experimental basis. 


(b) 


that a capitation system is contemplated, 
but we don’t know which.) 

No information is available from any 
source concerning care of nonmember (or 
private patients) and fees so derived. 


4. How physician works: 


(a) 


No details are available. It is presumed 
that the 40-hour week will provide the 
basis for working hours. (We make that 
presumption because it is a presumption of 
the union regarding working hours. ) 

All of the standard reasons for attracting 
physicians to this type of group practice 
have been mentioned at one time or an- 
other, 

Apparently the general practitioner will be 
“the cornerstone” of medical care, as advo- 
cated by HIP. 

All physicians, presently having hospital 
staff appointments or privileges, will be ex- 
pected to maintain them and utilize them 
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for the members of the plan. Hospitals, 
apparently, will be expected to see that 
staff membership or privileges are not 
jeopardized by the physician’s participation 
in a group under the CHA plan. 

No information is available concerning the 
actual functioning of physicians within the 
plan or the groups, It would seem, how- 
ever, that “the quality of medical care” 
furnished by each physician will be subject 
to constant scrutiny as well as periodic 
evaluation. What this is intended to mean 
is not clear as yet. 

5. How much it will cost patient: 

(a) There is no information, or even faint hint, 
on this subject. It is thought, however, 
that costs will be competitive with existing 
plans of Blue Cross-Blue Shield and com- 
mercial insurance. 

You realize, of course, that there are other plans we 
could have discussed—The Ross-Hoos plan—what the 
physicians did in San Pedro, California, when faced with 
the impact of the Kaiser Plan—how the Palo Alto 
Clinic operates, and so on. We could have discussed the 
very fine approach taken by the San Joachim Medical 
Society doctors in California, but I feel we have be- 
labored you long enough, and at least we have (I hope) 
achieved our purpose of providing you with some back- 
ground, 

We could have discussed the differences and relation- 
ships of these various plans to each other, but I am sure 
with the material presented to you you can do this for 
yourselves. 

Present Watts: I think a great deal of credit 
should be given to these men and their committee for 
the amount of factual information they have presented 
to you this morning. I hope the information they have 
given you will form a background on which you can talk 
more freely and ask more intelligently the questions and 
discuss more intelligently this afternoon the problems 
that we have and that are going to face us. 

Tue SpreaKER: I would only like to emphasize what 
Dr. Walls has said. Certainly, you gentlemen of the 
House would be completely blasé if you did not appre- 
ciate the tremendous amount of work which has gone 
into the preparation of this presentation at this special 
session of the House of Delegates. 

We in the State of Michigan are very fortunate to 
have a man who has made a study of insurance for a 
great many years. I wonder if you also know that be- 
side being Executive Vice President of the Michigan 
Medical Service, Mr. Ketchum is a former member of 
the Advisory Group to the Hoover Commission on Pre- 
paid Medical Insurance. He is also one of the two lay 
members of the AMA Advisory Committee to the Coun- 
cil on Prepaid Medical Insurance. 


IV. WHERE WE ARE NOW 
Address by Jay C. Ketchum 


Michigan Medical Service (Blue Shield) now provides 
coverage for medical-surgical expense, according to its 
various contracts, to almost one-half of the people of 
Michigan, some 3% million. The benefits of coverage 
have been (with some exceptions) limited to hospitalized 
cases. 

There has been voiced an increasing desire for exten- 
sion of coverage’into the diagnostic services without the 
requirement for hospitalization. Demands for extension 
of benefits to other than hospitalized cases are heard, 
not only from large numbers of subscribers but from 
many physicians as well. 

Certainly, restricting payments to services rendered to 
in-hospital bed patients does affect medical practice, par- 
ticularly as to minor surgical and diagnostic procedures. 
Coverage for long periods of hospitalized illness, includ- 
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ing convalescence, has been requested, In the main, but 
by no means exclusively, there have been requests for 
adjustment of our service income ceilings to more near- 
ly reflect present economic conditions, voiced by the 
representatives of large organizations of our subscribers. 

A spokesman for Labor, Dr. Morris Brand, last De- 
cember in the AFL-CIO News stated Labor’s aim in 
the field of prepayment for health care. 

Dr. Brand stated that since Congress has not enacted 
legislation to set up a national insurance program— 
which most labor unions favor—unions have had to find 
other sources of health insurance coverage for their 
members, mainly Blue Cross-Blue Shield and commercial 
carriers, 

However, Dr. Brand continued, since home and office 
care are rarely offered in these plans, some labor groups 
have established direct service medical centers where 
services are actually provided rather than cash indem- 
nities to cover part of the costs, The latter type of plan 
has proven more popular with members because there 
are no barriers to the service, preventive services are 
usually included in the benefits, and there are no hidden 
bills cropping up after the services are rendered. 

In general, Dr. Brand feels that “The extent to 
which commonly available insurance programs meet a 
family’s health needs is not too impressive to Labor.” 
He says that indemnity payments are “not a satisfactory 
method of paying for services and are a base upon 
which some physicians too frequently add substantial 
charges. Also, the emphasis on hospital and surgical 
coverage, as in the case of most plans without substan- 
tial outpatient benefits, is frequently a cause for un- 
necessary hospitalization. Also, as a result of inadequate 
concern for operating efficiency in hospitals and an un- 
willingness to enforce legitimate controls, there are un- 
justified premium increases.” 

According to Dr. Brand, these are Labor’s goals for 
better health plans: 

“1—Complete prepayment for medical care without 
co-insurance and deductible features and hidden added 
costs. 

““2_-Comprehensive benefits—only if the range of 
health services is complete will the individual’s health 
needs be effectively and economically met. 

Rational organization of medical services—on the 
basis of group practice, and 

“4-_Control of the quality of medical services which 
must be built into medical care plans.” 

Mr. Walter Reuther, in his President’s report to the 
UAW 16th Constitutional Convention, April, 1957, 
confirmed Dr. Brand’s statement. 

Efforts to develop a $6,000 family income ceiling 
service contract have consumed so much time and, in 
relation to the fees proposed therefor, would require 
subscriber rates of such amount, that we are led to be- 
lieve the results would not be acceptable to the in- 
terested subscriber groups. 

The minimum benefits needed right now to satisfy the 
market seem to be approximately as follows: 

Surgical services, in or out of the hospital. 

Obstetrical services, in or out of the hospital. 

Medical (non-surgical) services in the hospital. 

Anesthesia services, in all surgical cases. 

Diagnostic radiology, in or out of the hospital. 

Therapeutic radiology, in or out of the hospital. 

Physical therapy, in or out of the hospital. 

EKG, BMR, EEG, EG, in or out of the hospital. 

Pathological tissue examinations, in or out of the hos- 
pital. 

These services to be limited only by the applicable 
scheduled fees. 

Coverage for the services of consultants and surgical 
assistants is also desirable but presents difficult problems. 

Extensions of benefits to those services performed out- 
side of the hospital present unique problems in that 
certain elements of control of utilization inherent in the 
hospitalized case are not present outside. Conventional 
insurance methods toward control, such as deductibles 


763 





SPECIAL SESSION—-MSMS HOUSE OF DELEGATES 


and co-insurance, might provide a degree of control and 
reduction of subscriber dues, 

These methods, however, appear to be unacceptable 
in health care prepayment to the representatives speak- 
ing for many of our subscribers. 

It is extremely difficult, if not impossible, to determine 
at what point a particular deductible amount or co-in- 
surance percentage becomes not just inhibitive as to 
elective use, but, in effect, prohibitive as to utilization of 
needed services. These representatives insist that con- 
trol of utilization must be assumed by the profession and 
the hospitals. 

Deductible and co-insurance would undoubtedly re- 
ceive much more acceptance if the maximums contem- 
plated by our service schedules were certain of ac- 
ceptance. It seems obvious that assurance of acceptance 
of our schedules of fees can be given only if there is 
some arrangement for some form of evaluation of charges 
by the profession. 

An experiment by Blue Shield in Wisconsin provides 
for payment of physicians’ usual and reasonable charges. 
Fee schedules as such have been completely abandoned 
(in this experiment). However, the Medical Society has 
assumed the full burden of evaluating charges, even to 
entering into court cases as co-defendant with the patient 
against what are considered unreasonable charges. 

The scope and nature of benefits provided by Blue 
Shield are not the only shortcomings complained of by 
some of our subscribers. Mostly, these are regulations 
of Blue Shield activity caused by its relationship to, and 
the attitudes of, the medical profession. 

There is, for example, the difficulty the subscriber 
experiences in determining the participating or non- 
participating status of a particular physician. It seems 
unfair to our subscriber when we promise service bene- 
fits and then seem to refuse to assist him in receiving 
the benefits. 

It is just as difficult to demonstrate to many of our 
participating physicians that there is any justification for 
participation when the non-participating physician con- 
tributes nothing to the success of the Plan but enjoys 
its advantages. It is equally difficult to explain our at- 
titudes toward other practitioners, such as dental sur- 
geons, chiropodists and osteopaths, who legally render 
service covered by our contracts, who are willing to 
abide by our terms of participation, but who are not 
permitted that formal arrangement with Blue Shield. 

The concept of providing prepayment for only the 
very lowest income classes has been rejected by most of 
the public. Many persons and groups of persons are 
convinced of the propriety and value of prepayment re- 
gardless of incomes, and are unable to understand why 
the profession is wary of dealing with all members of a 
group on a service basis, 

The insurance companies in this field have under- 
written coverages for large numbers of people. The 
coverage, quite similar to Blue Shield as to type and 
scope, is of course provided on the indemnification basis. 
The acceptability, to many groups, of the indemnity in- 
surance is primarily based on price competition. 

It is standard practice in the health insurance indus- 
try to promulgate rates for a particular group of _as- 
sureds in relation to the experience of that group. The 
result of this practice is that, based on price competition, 
much of the preferred (or so-called “cream’’) business is 
underwritten by insurance companies. 

Michigan Medical Service, being committed to pro- 
vide the greatest good to the greatest number at a fair 
cost, utilizes what is commonly referred to as community 
rating; that is, for identical coverage identical rates are 
charged. This makes it possible for all, regardless of 
age, composition of group, race, occupation, and so on, 
or experience within a particular group, to enjoy pro- 
tection at an average cost for all in the community in 
which Blue Shield operates. 

The practice of experience rating, carried to its ulti- 
mate conclusion, can result in many of the people, the 
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preferred risks, being removed, for rating purposes, from 
the total community (the total average). Thus, the re- 
mainder, being not so preferred, must bear a higher 
proportion of the total cost of coverages. 

This higher proportion of cost will, as it increases, 
become an effective prohibition to some, particularly the 
aged and lower income classes. When these can no 
longer afford to secure voluntary protection, they will 
look elsewhere, perhaps to government, for a method. 
That the traditional insurance approach, based on a 
profit motive, has failed to restrain government inter- 
vention, has been demonstrated in other lines of 
coverage. 

While not the only example, the necessity for states 
to establish governmental controls, monopolistic funds, 
openly competing state-operated underwriters and re- 
straining laws in workmen’s compensation, is illustrative. 

A comparatively new form of health care coverage, 
the so-called “major medical” contract, is receiving con- 
siderable acclaim in insurance circles as the answer to 
Blue Cross-Blue Shield competition. This form provides, 
subject to a deductible provision, from $100 to $500 but 
sometimes as low as $25, and co-insurance above the 
deductible at 20 or 25 per cent but sometimes as low as 
10 per cent, on almost all types of care of a patient, in- 
cluding hospitalization, physician, surgeon, drugs, ap- 
pliances, convalescence, private duty nursing, and so on, 
at home, doctor’s office, and so forth. 

The only other limitation of any concern is related to 
time, during a period of one, two, three years or even 
longer, for a total aggregate cost, unallocated as to type 
of $5,000, $10,000 or even $25,000. In one case we 
know of, there is no time limit and no dollar limit. 

This, at first glance, seems to have a great deal of 
merit. However, students of the problems of the total 
population concerned with the final effects on medicine 
are aware of grave danger. Remember that the aggre- 
gate maximum amounts are not allocated, and no limit 
is placed on any one item. The individual charges by 
individual doctors, hospitals, nurses, and so on, are ex- 
pected to be reasonable. 


It is unlikely that there will be many flagrant abuses 
(although some have been reported) of the open-end 
provisions as to fees or charges. The real danger in 
“major medical’ lies in the possibility or perhaps the 
probability (already well documented) of a gradual but 
nonetheless appreciable and consistent increase in charges 
for each service, simply because of the existence of the 
insurance. 


Such increase, accumulated in the costs for each unit 
of millions of services, can ultimately effectively raise 
the cost of medical care to the point of creating the de- 
mand for intervention, the very thing which the public 
and medicine has hoped to avoid by reliance upon in- 
surance and prepayment. 


Demonstrating that some representatives of our largest 
groups of subscribers are aware of the dangers, there is, 
among many examples, the evaluation of “major med- 
ical expense insurance” by Jerome Pollack of the UAW- 
CIO, Department of Social Security. He says: “The 
insurance is without valid controls to prevent an un- 
warranted inflation in health service costs.” His entire 
statement of conclusion is extremely informative and 
should be referred to. 


The closed panel practice prepayment schemes, of 
which we have varying degrees of intelligence, consist 
of mechanisms whereby groups of professional persons 
are brought together under a single management to 
provide services for certain eligible people or groups of 
people. The arrangements between the management and 
the professional personnel may vary from salaried to per 
capita (or capitation) ; may be full- or part-time; equip- 
ment and facilities may be furnished by management or 
the professional individual. Control and status may be 
determined by professional personnel, by management 
and professional representation, or exclusively by man- 
agement. 


JMSMS 





SPECIAL SESSION—-MSMS HOUSE OF DELEGATES 


These groups may provide limited type and scope of 
benefit or up to almost all inclusive services. They may 
or may not require some payment at time of service in 
addition to prepayment dues. Many plans of this nature 
have been explained to you in considerable detail al- 
ready this morning. 

Much can be said of the advantages and disad- 
vantages of these schemes, both from the professional as 
well as from the patients’ point of view. There can be 
definite effects on the quality of medical care, on the 
patient-physician relationship, and on the freedom of 
physicians to practice good medicine. 

Voicing my opinions in this matter would help you 
but slightly, if at all. You have an adequate knowledge 
of your own on which to base judgment, individually and 
collectively. I might add that the increasing rate of 
organization of this type of plan is, to my mind, an 
indication of dissatisfaction with the currently available 
plan. 

There are plenty of examples of government provision 
of personal medical care. The most recent and dramatic 
example is Medicare, the program for provision of care 
for dependents of servicemen.. This program, admin- 
istered in Michigan by Blue Cross and Blue Shield, was 
adopted after long study by many interests, including 
your American Medical Association. 

It can be said that the program, as finally instituted, 
was at best a compromise. Effective July 1, this year, 
the government, by grants-in-aid to states, will assume 
further obligations for medical care by virtue of the 
Welfare Act of 1956, for four more categories of its 
citizens. Under consideration in the present Congress is 
a proposal for the government to provide certain health 
care benefits to the beneficiaries of Old Age Survivors 
Insurance. 

The people have been told that voluntary methods can 
provide the answers. The voluntary plans have shown 
great ability so far, and have led the people to expect 
more and better results. If the medical profession wants 
Blue Shield as its method in preference to other alterna- 
tive attempts, and if Blue Shield is inadequate for cur- 
rent needs, then change or expansion must make it 
adequate. 

Blue Shield can do the job, but it can do only what 
the profession wills it to do. It can be only what medi- 
cine and the public want it to be. Blue Shield in 
Michigan is a joint responsibility of medicine and the 
public, and will work as well as and only as well as that 
cooperation will permit. 

Certainly the public has the responsibility to voluntary 
prepayment plans in that they themselves do not demand 
more than they are entitled to or need. Michigan Medi- 
cal Service is medicine’s responsibility in Michigan. 
Medicine obtained the franchise, organized, and operates 
Michigan Medical Service. 

Only if the medical profession is convinced of the 
value of the service benefit approach under the aegis 
of medicine on a fee-for-service basis, with free choice 
of physician—only if the profession is convinced that 
this is the most acceptable device—only if the profes- 
sion is convinced of the value of our voluntary, work- 
able plan as an alternative to the various other schemes 
in existence and potential—only if the profession is 
willing to do what is necessary to make its plan work— 
should you continue to sponsor and concern yourselves 
with Michigan Medical Service. 

If you are convinced of these things, then you must 
take an active part, acquire the necessary knowledge 
of the program, make decisions, and be willing to sup- 
port them with a unified effort in co-operation with the 
public. 

It is not sufficient that the profession express itself 
critically and with many voices. We will be unable to 
completely satisfy fifty-five county medical societies and 
eighteen or nineteen different specialty groups with 
oftentimes somewhat divergent, if not opposing, views. 
The profession must communicate with all segments, all 
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the many specialty groups, all the components, all the 
individual physicians. 

It must consider all the different interests, and evalu- 
ate all the special problems. It must agree, compro- 
mise and reach decision. It must then direct and sup- 
port united action in behalf of all the profession. 

The only banner about which all of medicine can 
rally is that of its parent society—first, the AMA; sec- 
ond, the state societies; third, the county societies, and 
then the spec’alty groups. 

Dr. Austin S-nith, Editor of the Journal of the AMA, 
at Lansing o:. March 6 of this year made a strong plea 
for all doctors and all segments of medicine to resolve 
their differences and join hands in a united effort to pre- 
vent the catastrophe that has overwhelmed the public 
and the profession in many other countries. 

Dr. Dwight Murray, in his Presidential Address to 
the AMA at Seattle last fall, warned: “No nation can 
merely reap the benefits of freedom; it must also sow 
the seeds of freedom. In medicine the situation is the 
same, If an apathetic profession takes its freedom for 
granted, it will be the beginning of the end. 

“The day has come, gentlemen, when we can no 
longer look upon medical economics and social changes 
merely as issues to be considered during our limited 
leisure hours. We must now pay daily attention 
to these matters. . . . They must be a vital part of our 
life.” 

Tue SpeAKER: Thank you, Mr. Ketchum. 

Without further ado, we shall recess the morning 
session. We shall reconvene immediately at 1:30 p.m. 

(The meeting was recessed at 12:30 p.m.) 


SATURDAY AFTERNOON SESSION 
April 27, 1957 


The meeting reconvened at 1:45 p.m., K. H. Johnson, 
M.D., Speaker of the House of Delegates, presiding. 

Tue Speaker: Is the Credentials Committee ready 
to report? 

A. B. Gwrnn, M.D.: Mr. Speaker, there are 108 
delegates seated at this session, 50 per cent of whom 
are not from any one county. This constitutes a quorum. 

Tue Speaker: I therefore declare this second session 
of this special meeting in order. 

I would like to announce that there is a total regis- 
tration of 173, broken down as follows: 111 delegates 
and alternate delegates, twenty out of twenty-six mem- 
bers of The Council, and thirty-two county society offi- 
cers and guests. All county medical societies are repre- 
sented by delegates with the exception of six. 

The next presentation will be by Dr. George W. Slagle, 
President-elect of the Michigan State Medical Society. 
His subject will be, “What Road Do You Want to Fol- 


low?” 


V. WHAT ROAD DO YOU WANT TO 
FOLLOW? 


By G. W. Slagle, M.D. 


Time passes slowly, steadily and inexorably. The 
previous speakers have brought us along this trail of 
voluntary prepayment health insurance from the time it 
was a gleam in its daddy’s eyes, through its fetal life, 
birth, childhood, adolescence and maturity. We have 
heard the story of Blue Shield, of private carriers. of 
closed panel plans, and of projected union plans. The 
facts of life, in so far as these problems are concerned, 
have been placed before you. 

This leads us to a forking in the road. Which road 
do we want to follow? Do we want to adjust our think- 
ing and planning of Blue Shield to present-day needs 
and make it even more successful than in the past, or 
do we want to disregard the warning clouds on the 
horizon and lose our plan—the doctor’s plan—by 
default? 
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As has been stated many times today, Michigan Medi- 
cal Service is the fiscal agent for the Michigan State 
Medical Society. You as delegates are its ‘“‘stock- 
holders” and elect its Board of Directors, Each of us 
through you, as our delegates, has a personal interest 
and responsibility in the future of our Blue Shield. 

Now, if you will permit me to assume that the huge 
majority of the members of the Michigan State Medi- 
cal Society (which I believe to be true) want Michi- 
gan Medical Service to be continued and to be broad- 
ened in scope and coverage, then I would like to pre- 
sent to you the thinking of many of your confreres and 
duly elected representatives. 

Improved Lines of Communication.—It is readily 
agreed by those close to the problem that the lagging 
enthusiasm on the part of many physicians in Blue 
Shield involves a breakdown in communication. The 
rapid growth of the Blue Shield plans has created a 
problem in maintaining a constant flow of information 
to the participating doctor. 

At this point I might ask the question, “Why the 
lack of 100 per cent active physician participation?” 
A combination of factors has probably been responsible. 
For example, general prosperity has eliminated the need 
for assurance of his fees, and in some physicians’ think- 
ing it has eliminated even the need for prepaid health 
insurance. The false notion that a third party is dic- 
tating his fees is probably another factor. 

Through the years the plans have risen to the de- 
mands of the public and, without adequate explanation 
to the participating physician, have given the appear- 
ance of encroachment on his individuality and the free 
practice of medicine. 

We must let it be known that Blue Shield earnestly 
and sincerely wants, needs and welcomes constructive 
criticism and suggestions from physicians, and that no 
suggestion nor criticism is too trivial or irrelevant to 
receive careful attention. Through these methods, in 
a spirit of good will and determination, we doctors 
will assure a continuation of the improvement and suc- 
cess of Blue Shield under the aegis of the profession. 

It has been suggested that our professional relations 
force be further enlarged to comprise groups of partici- 
pating physicians to combat lack of information among 
our colleagues in the informal atmosphere of our hospi- 
tal lounges. In this regard each of us, after this par- 
ticular meeting, can play a tremendously valuable part. 

Through improved dissemination of information and 
an awakened interest of the profession in Blue Shield, 
we feel that all problems can be met and solved as each 
physician exercices his fair share of influence in the de- 
termination of policies that will best serve his patients. 

Liberalization of Contracts—There can be no argu- 
ment that the ideal contract would give complete cov- 
erage of the individual “from womb to tomb” for a 
single subscription fee. Contrary to the belief of some 
individuals and groups, this contract carries a “cost 
tag.” There is no such thing as “free” coverage; it costs. 
and someone has to meet that expense. 

However, as has been outlined to you, plans for great- 
er coverage for the subscriber are in the hopper and 
are being developed and will be made available at a 
cost that is actuarily sound and within the limits of 
ability of the subscriber to afford. It is imperative that 
this be done if we are to discharge our duty to our 
subscribers, the public. 

Supervisory Control of Patients, Hospitals and Doctors. 
—For any plan to be successful, it has become apparent 
that faulty or improper utilization or extra cost to the 
carrier or subscriber must be kept at a minimum, We 
feel that this is not a one-way avenue—that it is not 
the infrequent doctor who is solely at fault or that it 
is his sole responsibility. 

The subscriber must be shown that his requests for 
unnecessary care, or services not covered in his con- 
tract, will eventually result in increased premium rates 
and, if sufficiently great, might spell the demise of all 
voluntary health insurance. 
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In addition, the hospitals must assume their right- 
ful duty in controlling excessive and prolonged medica- 
tion, so-called extras and undue overstay. 

Where and how we doctors fit into this program is the 
problem. Some years ago it was recommended by the 
Michigan State Medical Society that review committees 
be appointed by each individual hospital staff in an 
attempt to find a solution to the problem we faced at 
that time. Some are still functioning, but I daresay most 
have been inactive for some time. 

Whether or not something along this line is the 
answer to the proper supervisory control of our present 
and contemplated Blue Shield coverage or that some 
other method should be devised, must rest with the 
individual hospital staff, county society and/or this 
House of Delegates. 

Certainly, suggestions and recommendations that may 
come from resolutions and discussions in reference com- 
mittee will be eagerly awaited, and we hope that this 
problem will be given serious consideration. 

What Should the Profession’s Action and Philosophy 
Be?—The following remarks that I will make are the 
result of the thinking of many individuals and com- 
mittes who have studied this problem over many 
months, and are not solely original with me. They 
will apply not only to the matter of prepayment health 
service but also to the role that government and/or 
other pressure groups may seek to play. In the past, 
in 1939 and 1940, we were faced with a frontal at- 
tack and we knew, to a large degree, what we were 
up against; but now most of it is a flank attack, the 
endeavor to get a “foot in the doorway.” 

Replace Apathy with an Active, United Profession.— 
Today there is a greater need for a united, forceful and 
informed profession than ever before. The basic reason 
for this special meeting of the House of Delegates is 
to give you the information as to all the facets of pre- 
payment of health care as of this moment. Through 
you primarily, and with the help of others, it is hoped 
that each individual member of the Michigan State 
Medical Society will be better informed so that after 
due deliberation considered decisions may be made. 
Once those decisions are made by the majority, then 
it is incumbent upon each of us to make it as nearly 
unanimous as humanly possible. 

The road of apathy and disunity can lead only to 
disorder and possible disintegration, and we must sound 
a warning to all our colleagues who don’t care or who 
are pulling in the opposite direction. 

As I said before, we must become a fighting UNIT 
to keep the “doctor’s plan” truly an ALL doctors’ 
plan, to make it the best, and to give service to our 
subscribers so that the public will prefer the doctor’s 
plan to panel practice, organizational practice, govern- 
mental practice or any other scheme involving third- 
party control. 

Free Choice of Doctors——The patients’ right of free 
choice of physicians has been said many times before 
by many people, but to us it should never become a trite 
saying. We must continually prove to our patients 
that this right is an important one, one that under any 
of the methods stated before could easily be lost through 
directive of an intervening third party. 

Oh yes, some plans maintain that when the individual 
joins their group they have freely chosen their physician, 
even though it is actually a group of salaried doctors. 
Ridiculous! 

Free Conduct in Medical Treatment.—As President 
Dwight H. Murray of the American Medical Association 
has so succinctly stated, “Another freedom closely tied 
to freedom of choice is freedom in the conduct of 
medical treatment.” 

There should never be a third party telling you and 
me how we should treat and care for our patients. 
It is well known that closed panel plans claim to run 
more cheaply than Blue Shield plans. This is mainly 
because, by directives, the amount and type of labora- 
tory examinations can be limited, the amount of time 
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spent with the patient can be designated and the treat- 
ment streamlined. It may be cheaper, but it’s “short- 
change medicine.” 

The dangers of shifting responsibilities for medical 
care from the patient and doctor to a third party are 
obvious. The caliber of medical care cannot be as high 
as that which you and I give the patient. Initiative suc- 
cumbs to dictation and the doctor becomes a “clock 
watcher.” 

Free choice of physician and free conduct of care 
engenders a mutual confidence and trust between the 
patient and the doctor that is so necessary for the 
well-being of the individual. Remove this bond, and 
the practice of medicine as you and I have known it 
—that priceless heritage passed on to us through the 
ages—is lost, and once lost can never be regained. 

This philosophy of our profession is not new; it is 
not something esoteric; it is an every-day working con- 
cept that we all feel, share and believe in. It is the 
driving force that enabled us to become doctors of 
medicine, that carries us through our long hours of 
work, our problems and tribulations and, above ll, 
that really endears us to our patients. 


What Do the People Want?—Of great importance 
also is the fact that any general service by professional 
people which is to be sold must (1) be what the 
public wants and/or needs; (2) be within reach of 
the average man’s income. 

I propose that we find out what the public really 
wants, and that we get incontrovertible evidence to that 
effect. This will help us greatly when we talk to 
certain pressure groups who would have us believe that 
the real wants of the people are the same as the 
demands made by the leaders of pressure groups. I 
question whether these pressure groups actually speak 
the will of all of the people—or of a majority of the 
people—who subscribe to Blue Shield. 

In other words, I propose that we go to the people 
through a survey or study that will give us part of the 
knowledge we need upon which to predicate any changes 
in our service, as well as the information necessary 
to meet any false claims that may be made. 

I propose, further, that this study or survey deter- 
mine the extent and willingness of people to pay for 
certain categories of medical and surgical service so that 
we can better determine upon the most attractive, as 
well as the most valuable, package to offer. 

For example: Would the people prefer to have home 
and office calls covered rather than x-rays? Would our 
subscribers be more willing to pay for coverage of certain 
diagnostic procedures than minor surgery? and so forth. 

I do not mean that services offered through Blue 
Shield should be limited to the most popular of the 
services, for we would all agree that such would be 
medically and scientifically unsound. Furthermore, Blue 
Shield must represent ALL the profession, and if it 
does not offer the broad variety of medical and surgical 
services it cannot do that. 

I merely indicate that with knowledge of what the 
public really wants, with knowledge of what the people 
are most willing to pay for, and with these knowledges 
weighted by our own medical knowledge of what the 
public needs and what is actuarily possible within the 
limits of the public purse, we can arrive at the most 
attractive offer consistent with the public. interest, con- 
sistent with our philosophy, and consistent with the 
reasonable cost of our services. 


Action, United—The actions we must take to pre- 
serve and implement these basic concepts must be ar- 
rived at by you and our confreres back home after due 
and careful deliberation. These must not be hasty deci- 
sions but a result of clear thinking and interpretation 
of the information given to you. The stand our united 
Society takes can and will have far-reaching effect. 

Let us work for what is best for all the people and 
for the profession as a whole, and attempt to sublimate 
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any individual personal or selfish wish. Let us see the 
forest and not the trees! 


Tue Speaker: Thank you, Dr. Slagle. 

Now I believe we are ready for the question and 
answer period, I believe it would be proper if we limit 
further questions to be submitted in the next five or six 
minutes. If you have questions, will you please hold 
them up; they will be collected and brought to the 
front. 

We are going to handle this on a panel basis. The 
experts who have been giving you this information will 
please come forward. 

I shall read the questions as they are projected so 
that they may be transmitted on the tape recorder. 


VI. QUESTIONS AND ANSWERS 


Tue Vice SPEAKER: There have been quite a few 
duplications, and some of the questions were not too 
relative to the point for discussion today. 

We shall go ahead with the first question, directed to 
Dr. Thorup: 


“How is the doctor able to ascertain a member's 
family income? Often a subscriber has another source 
of income in the community, and yet he has a $2,500 
contract. Isn’t this the main deterrent for nonpartictpa- 
tion in Blue Shield?” 


D. W. Txuorup, M.D.: That is one of the sources 
of irritation in the management of Blue Shield service. 
I don’t know of any way to determine what the income 
of the individual is, except to ask him. The knowledge 
that we have of people of his similar employment status, 
and incomes that they are obtaining, probably is of 
value, but there is no way of knowing and there is no 
procedure at present that gives you the income of 
any subscriber. 


Tue Vice SPEAKER: This question is directed to Dr. 
Lichter: 


“In discussing some of the plans regarding cost of 
certain services, mention was made of the part of the 
premium that was paid by the company. Does this 
mean the cost printed in the book is the cost to the 
subscriber, or to the subscriber and company?” 


M. L. Licuter, M.D.: Those costs are the total costs 
and represent the portion paid by the subscriber and 
the company. The amount paid by the company is not 
given in any of the figures. Usually it is one-half, and 
in some negotiated contracts the company pays the whole 
shot, but the cost given in the various material that 
we had is the total cost to a subscriber for the plan. 


Tue Vice Speaker: Is there anyone on the panel 
who would like to volunteer to answer this question? 


“Everyone is talking about the grass roots subscriber. 
Has a survey ever been conducted to find out what the 
grass roots M.D. wants in our Blue Shield Plan?” 


G. W. Stacie, M.D.: In the proposed survey, it 
primarily applies to the public. Also, in the discussion 
(and this has definitely been preliminary prior to ap- 
proval or disapproval by the House), the matter of 
contacting the individual doctors has been thought of. 
Certainly various resolutions discussed before the Con- 
ference Committee in September will certainly have some 
of that material at hand. It certainly would be a good 
thing to consider in this survey. 

The nearest thing to a survey like this having been 
done was in the previous action of the committees setting 
up the fees, and what each of us had a chance to vote 
on the last time in 1951, in which the recent commit- 
tee for the projected $6,000 policy had partly to do 
with. To my knowledge that was considered somewhat 
as a survey, but a specific written survey otherwise has 
not been done. 
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Tue Vice SPEAKER: This question is directed to 
Dr. Lichter again: 


“Can deductible and co-insurance be included in a 
policy purporting to be a service policy?” 


M. L. Licuter, M.D.: I think very definitely de- 
ductible features and co-insurance features can be in- 
corporated in a policy that is a service policy. As long 
as the patient knows what his service is to be, and his 
natural responsibility in connection with that service 
is predictible, you have all the elements of a service 
policy. 


Tue Vice Speaker: If other members of the panel 
who have participated in the discussion would like to 
make any remarks relative to answering these questions 
by the delegates, I wish they would volunteer at this 
time. 


The next question: 


“During the period 1939 to the present, Blue Cross 
costs have steadily increased with regular and correspond- 
ing increases. During the same period Blue Shield fees 
have been raised very little, and certainly not correspond- 
ing to a realistic cost for services rendered. Why should 
Blue Shield not use the same procedure for realistic 
changes in fees and premiums kept up to date?” 


Mr. KetcHum: When you put apples and cherries 
together you get fruit salad. We are talking about 
two entirely different things when we talk about Blue 
Cross rates and Blue Shield rates, because the com- 
modities and the services we are talking about are 
entirely different things. 

The point from which we take off, regardless of 
what date you want to use—1939 or 1950 or otherwise 
—hospital costs were on an entirely different basis from 
the cost of almost any other service or commodity which 
the people of this country availed themselves of. All 
of you know, if you have been in the practice of medi- 
cine for any length of time, that hospital labor com- 
pared to all other forms of labor was terrifically under- 
paid. Hospitals’ operating expenses are made up of 
labor and supplies. Supplies to hospitals have in- 
creased in cost about the same as supplies in any other 
operation, industry or even personal and family. 

Labor costs in hospitals have increased much more 
than they have in any other service or operation because 
of the very nature of the labor utilized by hospitals 
in the past as compared to the nature of labor utilized 
by hospitals now. 

The difference in the work week is also a factor. 
Hospitals used to use their employees 60 and 72 hours a 
week, They now use them 44 hours, in some places 
48 hours. Many hospitals are paying union scales for 
their employees; at any rate, the cost of labor has almost 
quadrupled in many categories. 

You have recently seen the announcement of the 
increased cost for nursing care. There was no compari- 
son of the scales paid hospital labor in the past to 
what is being paid now. Unfortunately we have not 
seen the end of that increase in cost in the operation 
of hospitals, at least in the labor costs of hospitals, 
because hospitals have not yet caught up with the 
going scales for labor in almost every other type of 
endeavor. 

Comparing hospital costs to doctors’ fees is just not 
possible because of this difference. Also, there are many 
other factors that have to be considered when you con- 
sider the doctor’s income. Individual unit fees are not 
the yardstick by which doctors’ incomes are measured. 
There is only one yardstick by which doctors’ incomes 
will be and can be adequately measured, and that is 
total incomes for a period of work during a week, a 
month or a year, which is comparable to another period 
at some other point. 

Doctors’ incomes, according to the only material avail- 
able, have increased more in the total than have the 
incomes of any other profession or trade increased in 
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the past several years, in spite of the fact that indi- 
vidual unit fees for individual categories of services 
may not have increased. 

As I said, there are many factors contributing to 
this. The facility and convenience with which a doctor 
meets and deals with his patients is a factor. These 
patients come to the hospital many more times now than 
they did in the past. You meet them and treat them 
there. This is one of the problems that insurance 
has caused as a problem in the utilization of hospital 
facilities, but it is a benefit to the profession in that 
you deal with your patients in the hospital. They come 
to your offices more easily and more conveniently today 
by car and highway than they did in the past, when 
you went to them with a horse and buggy or maybe a 
Model T Ford. 

All of these questions have to do with the question 
of comparable increases in incomes and costs. The 
doctors’ incomes, as I said a few moments ago, have 
increased beyond the increases enjoyed by any other 
profession, trade or industry, and this can be proven 
and is proven in the daily press almost every day these 
days. 

Peculiarly, in Michigan, having the third highest 
percentage of enrollment in Blue Shield and in in- 
surance in the United States, doctors’ incomes are 
above those in any other state in the United States, 
according to the recent survey of Medical Economics. 


Tue Vice SPEAKER: This is another hot potato, 
directed to Dr. Foster: 


“What can be done to prevent overutilization of hos- 
pital facilities by patients and physicians?” 


Secretary Foster: Apparently this question is at 
the root of all of our trouble, or most of it. You have 
heard today, in all of the plans that were suggested, 
that running through all of them were devices whereby 
there were controls exercised, and it was repeated over 
and over again that these controls had to be within 
the profession. 

The question is often asked, ‘Why doesn’t Blue Shield 
exercise controls?” I don’t believe any of us would 
welcome the exercising of controls by a fiscal agent, 
Blue Shield. I believe we as a profession should stay 
within our prerogative and do our own controlling. 

I think that up to this time the only schemes that 
have been suggested have been that they be done by 
hospital staffs in the various communities, whereby 
through smaller groups they can have these review 
committees and can control, to a certain extent, the 
utilization, because some of it is so obviously faulty that 
it would not be a difficult job. 

As long as no attempt is made—and as Dr. Slagle 
said today that most of these committees instituted a 
few years ago are probably inactive at the present time 
—I think it boils down to the fact that overutilization 
is a problem of the medical profession, and I don’t 
believe we can delegate it to the fiscal agent, Blue 
Shield, or that we can delegate it to anyone outside 
of our own group. I don’t believe our members would 
accept any type of control that came from without 
the profession. Probably definitely that is the way it 
should be. 


Tue Vice SpeAKER: The next question: 


“The United States Congress will soon pass legisla- 
tion to give OSAI old age recipients hospital and 
medical service at federal government expense under 
Health, Education and Welfare (HEW). Do we have 
plans to sell the government our voluntary health in- 
surance contracts?” 


Mr. Ketcuum: The program which the Congress 
is contemplating in connection with the recipients of 
OASI for hospital care, (and incidentally at this point 
it does not include medical care) is an entirely dif- 
ferent problem. That is a provision for care of em- 
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ployed people or independent citizens. This is a special 
category of citizens. 

The agent is receiving pensions or payments through 
OASI, which I contemplated when I stated the failure 
of voluntary insurance to answer all of the problems in 
the provision of health care. 

The commercial insurance companies are certainly not 
interested in this poor category of risk for commercial 
insurance. Blue Cross and Blue Shield would love to 
take on this job if we were not convinced through our 
actuaries’ computations that taking on this job would 
probably break us before we got very far into it. It 
is a job that could well have been taken care of on a 
voluntary basis. 

Had we had the plans operating and without the inter- 
ference of experience rated competition, perhaps we 
could have taken care of it. We were not in time with 
it, and in my estimation this bill will pass the Con- 
gress, and the recipients under OASI will receive a 
certain degree of hospital care at government expense. 

Very much the same thing is happening in Canada 
right now. Just this past week the Ontario government 
decided to provide hospitalization at government ex- 
pense for all of its citizens up to a certain level, and 
there is a certain level of hospital care, The state- 
ment was made at the time, and the releases last week 
stated (and unfortunately I have only seen the press 
releases and I don’t have the intelligence of the whole 
situation) that commercial insurance in the hospitaliza- 
tion field would be put out of business—that there 
would be nothing for commercial insurance to do. 

They hoped that Blue Cross, in providing the cover- 
age over and above basic coverage, would be able to 
provide something extra for the use of semi-private 
beds and private beds certainly not for ward beds. So, 
in Ontario, hospitalization as coverage as we have known 
it is out of business. 

This OASI thing is just another indication of what 
can happen when certain categories of people are un- 
able to buy voluntary protection. 

I also mentioned this morning four other categories 
of government wards which are going to receive medical 
care as well as hospital care at the expense of govern- 
ment, that is, the aged, the blind, disabled children, 
and one other that I can’t think of (a minor cate- 
gory). This is going to be a continuing thing until 
voluntary means do provide for all of these categories 
which are at least self-sustaining. 


Tue Vice SPEAKER: 


“What control does the medical profession have over 
Blue Cross?” 


SecRETARY Foster: I think the realistic answer 
would be “None.” There are forty-one on the Blue 
Cross Board of Directors; twenty-one are hospital ad- 
ministrators or members of boards of trustees. There 
are six doctors of medicine on that Board of forty-one, 
and the remaining members are public representatives. 
The direction of Blue Cross, I believe we can definitely 
say, emanates from the hospitals. 


Tue Vice SPEAKER: 


“It is generally stated that the average family income 
is above $4,000. Please state what percentage of Blue 
Cross-Blue Shield subscribers have $2,500 conracts and 
what percentage have $5,000 contracts. What is the 
procedure used to determine and maintain the sub- 
scriber’s current eligibility?” 


Mr. KetcHum: Just so I won't be proven a liar, 
I am going to ask one of my staff to give me fairly 
current percentage figures on this $2,500 as opposed 
to $5,000. 

Fifty-six per cent of our contract holders hold the 
$5,000 income contract. Obviously, 44 per cent hold 
the $2,500 contract. Seventy-four per cent of our con- 
tracts are the medical-surgical contracts. Obviously, 
then, 26 per cent are the surgical-only contracts. 
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The family incomes are just about $4,000, as this 
question stated. I think our last figure was $3,860 or 
so average family income in the State of Michigan.” 

“What is the procedure used to determine and main- 
tain the subscriber’s current eligibility?” I am not sure 
I understand the question. If I make a wrong assump- 
tion here, whoever asked this question I would hope 
will clarify it. 

The procedure we use in Michigan Medical Service 
Service and Michigan Hospital Service is the mainte- 
nance of a complete file of all subscribers by contract 
number, When a request is made of us for verification 
of the subscriber’s eligibility, this file is referred to and 
his current paid-to-date is determined; her status as 
to maternity benefits is determined if there has been 
a waiting period on the contract. 

It has not been common practice for Michigan Medi- 
cal Service to verify coverage for doctors. We do it 
in some cases. It has never been a great problem 
because the request is made by the hospital. I think 
there are thirty-three of the major hospitals that have 
teletype equipment wired into this office. Inquiries are 
made at a certain period by the hospital, each hospital 
having an assigned period, and the information goes 
back to the hospital that day as to whether or not that 
patient seeking hospital entrance is eligible. The doc- 
tors rely on that to determine whether or not the 
subscriber is in a paid-up condition. 


Tue Vice SPEAKER: 
“Are osteopaths now participating physicians?” 
I shall ask Dr. Walls to answer that, It could be 


answered categorically “yes” or “no,” but I don’t think 
he will do that. 


PRESIDENT WaALLs: What do you mean by “yes” or 
“no”? 

Osteopaths are nonparticipating as far as representa- 
tion is concerned. They are being paid, however, by 
Blue Shield, and their patients are being taken care of 
by the Blue Cross. 

There has been much discussion in the past, and we 
hope to have some further information by September in 
regard to what can be done with the osteopaths in re- 
gard to participation in Blue Shield. 


Tue Vice SPEAKER: 


“When was the last increase in premiums for Blue 
Shield?” 


Mr. Ketcuum: There has been no increase in the 
premium for the $5,000 surgical-medical contract or 
surgical contract, as far as that is concerned, since its 
inception in about 1949-1950. There was a 10 cent 
increase in the subscriber rate per person in the $2,500 
contract back in 1950. There have been increases in 
the individual fees in the schedule under the $2,500 
contract since its inception, which have totaled some- 
thing like 23 or 24 per cent. There have been indi- 
vidual adjustments in the doctors’ fees under the 
$5,000 contract from time to time, as individually con- 
sidered by the Medical Advisory Committee. 

There has been a reduction in the operating over- 
head of Michigan Medical Service of several per cent 
in the last few years, which has made it possible for 
us to pick up increased utilization and the adjustments 
upward in the specific individual fees without an in- 
crease in rates. 

We are at the point right now where we are having 
to consider the possibility of a rate increase for all 
Blue Shield contracts. 


Tue Vice SPEAKER: 


“Has Blue Cross or Blue Shield attempted to conduct 
a grass roots survey of policyholders concerning their 
views on the services rendered and the costs of these 
services, particularly to find out if the public wants 
present policies liberalized?” 
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G. W. Stacte, M.D.: The answer is yes. There is 
one under way now by Blue Shield, attempting to do 
this. The proponents of the proposal I submitted knew 
this, and we hope to be able (if the proposal I suggested 
is accepted) to utilize their findings along with independ- 
ent findings of our own in this problem. I cannot 
answer it as far as Blue Cross is concerned. It is a joint 
survey. 


Tue Vice Speaker: This is another hot potato: 
“Did the announcement of the development of CHA 


have any influence on the decision of The Council to 
call this special meeting?” 


G. W. Sracte, M.D.: Basically, no. Committees 
were functioning. First, eighteen months ago, at the 
request of the Executive Director of Blue Shield, a 
committee was appointed by The Council to take a 
“big look” at Michigan Medical Service and what 
could be done in the future—how it was to be done— 
and it was a result of the findings of that committee, 
originally chairmanned by Dr. Foster, and in the past 
year chairmanned by myself, that led basically to this 
meeting. Also, results of two other committees being 
brought to light were factors that helped us. 

The CHA proposition has been evolved while these 
committees were studying it. I think I am correct that 
Mr. Ketchum and others had their ears to the ground 
and, knowing that we had to do something to improve 
our service, drew the care and the over-all coverage. 
So, this special meeting of the House of Delegates is a 
result of the action of those committees, and only inci- 
dentally was the idea of CHA used as a little bit of a 
whip to stimulate us a little more. 


Tue Vice SPEAKER: 

“Many members of the Michigan State Medical So- 
ciety believe that participating M.D.’s should accept 
Michigan Medical Service fees and not be allowed to 
make any additional charges. Why not eliminate all 
additional charges as a good public relations gesture?” 

Dr. Foster, would you take a whiff of that? 

SECRETARY Foster: The Vice Speaker said, “You 
have to pick on somebody,” and apparently I had the 
handiest seat. 

The answer I heard echoed all along the table was 
“Yes,” but I think, after all, eliminating all additional 
charges would certainly be good public relations, but 
I don’t believe it is realistic. 


Tue Vice SPEAKER: 


“The twelve-hour limitation on treatment of injuries 
seems to be a source of irritation to our members. Can 
this limitation be eliminated?” Jay, that is for you. 


Mr. Ketcuum: If this is Michigan Medical Service 
that you are talking about, it is twenty-four hours and 
not twelve hours. This provision in our contract for 
outpatient care of injuries was intended only as a first 
aid measure. It was not intended to be full treatment 
by any means. It was simply to get the people off the 
street and to have their immediate needs taken care of. 
The contract is rated for just that type of coverage. 

You will also remember that there is no limit for 
the treatment of traumatic injuries in connection with 
an accident as far as fees are concerned, other than 
the $15 provision for first aid. 


Tue Vice SPEAKER: We have several questions here 
that have been directed to Dr. Lichter, so I will ask him 
to come up and read them and give the answers. 

M. L. Licutrer, M.D.: 


“What specific methods have been tried or are pro- 
posed to control doctors’ fees to a reasonable level, and 
what ditto to control overutilization of services of a 
doctor?” 


The methods that have been tried are, first, the use 
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of substantial deductible and co-insurance features. I 
emphasize the word “substantial.” The same is true 
of the control of overutilization of services. 

Another method that has been tried (notably in Wind- 
sor) is the use of rather stringent policing (with 
apologies to Dr. Foster’s esthetic sense) methods, where- 
by a physician can be removed from participation or the 
contract of a subscriber cancelled out. 

Another method used in Windsor, as far as over- 
utilization or the control of doctors’ fees is concerned, 
has been to substantially reduce the fee that the physi- 
cian submits, and if there is overutilization the physi- 
cian’s fee may be reduced because it might be felt that 
he encouraged this overutilization. 

The next question deals with the same thing: 


“Is there a built-in method of writing a policy to re- 
duce the incidence of improper practices which tend to 
be fostered by prepayment plans?” 


There is no conceivable way of building into a plan 
anything that will prevent sin. The only way you can 
build anything into any plan is for the physicians and 
the patients to realize the value of the device and to 
cooperate with it, recognizing that anything they do to- 
ward abusing it will result in the thing failing. 


“Should hospitals be licensed by the state govern- 
ment?” 


I think we can all agree that the answer to that is a 
flat “yes.” 


“Can fee-for-service practice compete with closed 
panel practice in cost?” 

If we think of this strictly from a cost standpoint, 
without any regard for the advantages of a fee-for- 
service type of contract, I am afraid the answer would be 
that we cannot compete on solely a cost basis, because 
closed panel practices are predicated on building in 
“efficiency” in the furnishing of medical care to pa- 
tients. However, as you well know, this is not always 
good for people. The difference in cost, however, would 
not be so great as to make that difference a point of sub- 
stantial objection. 


“Ts in-hospital medical and surgical care provided for 
by HIP?” 


Yes. That is the medical service aspect of their con- 
tract; but, if you will recall, the patient must provide his 
own hospital insurance, and then through a specific car- 
rier, the Blue Cross in New York City. 


“Does the Windsor Plan at $7.90 per month cover 
hospitalization?” 


No. The subscriber must provide his own hospitaliza- 
tion. The Windsor Plan merely provides medical serv- 
ice. It is sponsored by the Essex County Medical So- 
ciety and has nothing to do with hospital cost. 


“In the General Electric Plan, is any life insurance 
included?” 


It is, only in the employee’s portion of the package. 
There is no life insurance for dependents. 

This next question, I think, is rather an iraportant 
one: 


“Could the relative value schedule of the California 
Medical Association be used in the Michigan Medical 
Service schedule of fees?” 

As you know, the relative value schedule of the Cali- 
fornia Medical Association was developed to determine 
the relationship between various surgical, medical, 
pathologic and radiologic procedures that are performed. 
By determining this relative relationship, which is done 
on a unit basis, and then using a factor, a dollar value 
can be placed upon each service. 
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For example, an appendectomy is rated at 35 units. 
The unitage is on the basis of 100 being the highest. A 
hysterectomy is rated at 60 units. If the average fee for 
an appendectomy, let’s say, is $175, dividing that by 35 
gives you a unit value of $5. Now you are in business, 
and you can start to compute the dollar value of these 
other procedures, which would make a hysterectomy. on 
that basis, $300. 

If, on the other hand, the unit value is $4, then the 
appendectomy is $140 and the hysterectomy is $240. 

One of the big problems (and perhaps dissatisfactions 
with many physicians) is their sense that fee schedules 
may not be adequate and may not reflect their own per- 
sonal schedules, By developing a relative value scale, 
first of all, the relationship of their own fees among 
various procedures can be established. 

The other thing that this type of thing would accom- 
plish is taking into account the difference in average 
fees in various parts of a given area. It might be very 
well if we considered the development of our own rela- 
tive fee schedule. 

One of the important points of having this type of fee 
schedule, according to the California Medical Associa- 
tion’s committee’s report, is that it then provides you 
with a yardstick for measuring the adequacy of the fee 
schedule developed by a commercial carrier. Both phy- 
sicians and consumers are then able to determine wheth- 
er they are purchasing or getting the thing that they 
have bought. 

This relative fee schedule is used in one very attrac- 
tive county medical society plan in California, wherein 
by its use the sehedule has been raised to a level which 
is quite satisfactory to 92 per cent of the membership 
of that particular county medical society. I personally 
feel it would be a very valuable thing if we in Michigan 
developed a relative value schedule of this nature. 


Tue Vice SPEAKER: We have had a number of 
questions about surveys of patients and surveys of doc- 
tors, and so on, relative to types of policies the patients 
want, and patients the doctors would like to have. 

I read this question once before; but because one of 
our members would like to say something about this, I 
am going to read it again: 


“Everyone is talking about the grass roots subscriber. 
Has a survey ever been conducted to find out what the 
grass roots M.D. wants in our Blue Shield plan?” 


Dr. Bob Novy, would you say a few words about that? 


R. L. Novy, M.D. [Wayne]: I can’t resist the temp- 
tation of going off my subject just a little bit in refer- 
ence to the last question of relative fee schedules. 

To get the thing straight, if a relative fee schedule is 
not totally relative across the board, there is a relative 
fee schedule for internal medicine; there is a relative fee 
schedule for allergy; there is a relative fee schedule for 
surgery, and you cannot compare them across the board. 
They each have a different factor. You can when you 
use that factor and convert it into cash, yes; but as the 
relative fee schedule stands, you cannot use an office 
call to determine how much an appendeciomy is going 
to pay. 

In regard to this question: “Has a survey ever been 
conducted to find out what the grass roots M.D. wants 
in our Blue Shield Plan?” There has been. Unfortu- 
nately, there was a certain amount of opposition at the 
time this was put into effect, and also a very decided lag 
in the time in which it was published. It has been pub- 
lished. The Council on Medical Service undertook the 
survey, and it was made throughout the United States 
on a basis that was significant statistically, directed en- 
tirely to the doctor as to the type of program he would 
be interested in, whether it would be service or whether 
it would be indemnity or whether it would be none, and 
also a survey at the same time that if he did have a 
service plan, whether it would be unlimited service or 
limited to what categories, $2,000, $4,000, $6,000, 
$7,000 or what. 
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That survey was returned. To answer the pertinent 
question, about two-thirds of the doctors in the country 
were in favor of service plans. That was a good size 
proportion. Others had approval with qualifications. 

Another outstanding thing in the survey showed that 
the income limit was probably around $7,000 or there- 
abouts as the doctors throughout the country made their 
replies to that question. 

I think that covers particularly the thing that is per- 
tinent—in the first place, whether or not service plans 
are acceptable throughout the country on the part of the 
doctor. The answer, as indicated by that survey, is yes. 

As indicated by the income limit that they considered, 
it was variable, of course, but even more than we have 
considered here in Michigan. 


Tue Vice SPEAKER: There are several questions that 
have been directed to Dr. Thorup, and I will ask him 
to come up, read the questions, and answer them. 


D. W. Tuorvup, M.D.: 

“What major Blue Shield plan pays the professional 
fee of the patient when the physician is nonparticipat- 
ing?” 

I think a little additional research is necessary to get 
the answers. I don’t know that I have all of them yet. 
There are gradations of that. 

The answer to the question is that Northeastern New 
York Medical Service, Incorporated; Colorado Medical 
Service; District of Columbia Medical Service; United 
Medical Service of New York; Wisconsin Associated 
Service; Maine Medical Service; Maryland Medical 
Service; Surgical Medical Care, Kansas City, pay only 
90 per cent. Some of these pay less than the total 
amount. Those are the plans which pay directly to the 
patient when the physician is nonparticipating. 

Several other plans—Montana, Arkansas, Utah, Min- 
nesota, Massachusetts and North Dakota—pay the non- 
participating doctors on a reduced amount. Massachu- 
setts pays 50 per cent, but they pay it to the doctor— 
but only 50 per cent. Montana pays 85 per cent, and 
the others pay proportions in between. 


“What per cent of population does the Windsor Med- 
ical Service cover?” 


Approximately 80 per cent of the eligible people in 
the area, as nearly as can be determined. 


Tue Vice Speaker: Some of the questions that we 
have had may have what would appear to be personal 
problems, but I believe this one has more than that to 
it: 

“When the Michigan State Medical Society frowns 
upon professional relations of its members with osteo- 
paths, how can Blue Shield condone payment for x-ray 
examination to osteopathic hospitals ordered by osteo- 
paths, and refuse to allow a member of the Michigan 
State Medical Society, in good standing, to be paid for 
diagnostic x-ray work when that work constitutes his 
only income?” 


PresipeENT WALLs: I could probably spend the after- 
noon talking about osteopaths, their relationship with 
doctors, and what their relationship has been and what 
it might be in the future. 

I was on the national AMA committee, the Review 
Board, to bring about an answer to what could be done 
with the raising of the level of the osteopaths. At that 
time we reviewed a great many of their schools, and 
found that the first two years of their educational pro- 
gram was on a par with the medical profession schools. 
They were lacking in the education of the clinical years. 

That is the problem which the AMA and each and 
every individual state is trying to solve today. 

When you realize that we have 1,600 osteopaths in the 
State of Michigan, and that they are taking care of 
over 20 per cent of the people—and we as M.D.’s are 
interested and have a responsibility to give the public 
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of Michigan the best medical care that is possible—I do 
think and I charge each and every one of you to say 
that we do have an interest in raising the level of the 
osteopath, in his education and in the work he is doing, 
and hoping to have some control over it. 

Osteopaths are just as much interested in raising their 
standards as we are in having them raise their standards. 
I trust in the future that there will be some sort of 
relationship that will be satisfactory to them and to us, 
arrived at for the benefit of patients. 


Tue Vick SPEAKER: Mr. Ketchum has some further 
information relative to a question that he answered in 
part previously. 


Mr. KetcHum: Someone put in a supplemental ques- 
tion: 


“Is Mr. Ketchum referring to gross income of M.D.’s 
or net income? I do not feel the question was adequate- 
ly answered.” 


Fortunately, we have a library of intelligence up on 
the next floor, which takes up, I would say, a quarter 
of the space contained in this audience, but it is never 
possible to bring the particular piece of information with 
you because you don’t know what it is going to be that 
you may need to answer a specific question; but in this 
case we were able quickly to find the source material to 
which I was referring. 

These figures are a national average and are not for 
the specific trades and professions which I was referring 
to, but they will support my statement adequately for 
the time being. 

The average family income, effective buying income 
after taxes, in 1938 was $2,116. In 1954, it was $5,274. 
In Michigan, in 1954, that figure was $5,806 compared 
to a national average of $5,274. These figures are from 
Sills Management Survey of Buying Power, the annual 
edition, and it is available to anyone. 

The source material for physicians’ income, non- 
salaried classification, in 1938 was $4,093; in 1951, 
$13,432. These figures have not been compiled since 
1951 by this source. This is the Statistical Abstract of 
the United States for 1955. 

I did refer to Michigan physicians’ incomes as being 
the highest in the United States—$14,831 for Michigan, 
if I remember correctly, which was the highest average 
of any state in the United States. I would like to simply 
say that when we quote figures, percentages, up here, we 
sometimes make mistakes. These are mistakes of the 
brain and not of the heart, and if you will just give us 
time and opportunity we will dig out the source of in- 
formation from which these statements are made. 

Thank you. That is after taxes and overhead. 


Tue Vice Speaker: If there are any members of the 
press here, I hope they will take this next question easy 
and consider it off the record and off the cuff, and all 
that sort of thing. The question is this: 


“How can I make more money and do no work?” 
[Laughter] 


I don’t know who sent this in. We shall appoint a 
subcommittee ; that will take care of it. 


The next question: 


“Is it necessary or desirable to extend fully prepaid 
medical service to all segments of the population rather 
than to just low income groups?” 


Mr. Ketcuum: I touched on this point in the paper 
I gave you before lunch. I don’t think there is any 
doubt that the idea of restricting voluntary prepayment 
to low income classes has been completely rejected by 
most of the public. The value of prepayment or insur- 
ance for the costs of health care has been proven, has 
been accepted, by all classes of people. 
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We talked to the officials of General Motors, Ford, 
Chrysler and such organizations as that. They are as 
much concerned with their own security in this matter 
of health care as is the rank and file on the machines. 
As a matter of fact, and this I can tell you from my 
own personal situation, for the salaried executive today 
security is just as much a will o’ the wisp as it is for 
the man on the machine. 

The average salaried executive faced with a long, 
prolonged and expensive illness is going to be in just as 
much hot water, and maybe more, because of the weak- 
ness of the executive today in business of living up to 
his income. Almost everything he buys, including his 
home, his car, his yacht, his club memberships, is 
bought on a time payment basis. Perhaps you men are 
exceptions, but I doubt it. It is true of everyone in 
every walk of life in almost every economic classification, 
and this is only a method of creating and extending 
credit in the health payment field. 

It is accepted generally. It would have been accepted 
by the government in connection with the MEDICARE 
dependents, except that there is an overriding principle 
involved in that particular insurance. The dependents 
of the armed services are wards of the government by 
virtue of the obligation assumed by government, and are 
not people to be insured. The sovereign power does not 
need to buy insurance; it has all the wealth of all of its 
citizens, and it can tax it to get that wealth. Therefore, 
it was not necessary to buy insurance. 

It was a fine point which was discussed over a period 
of three years in the Hoover Commission, to which I 
was an adviser, as to whether or not the government 
should buy insurance on a prepaid basis just as the em- 
ployees of General Motors, Ford, Chrysler and the rest 
of them do, or whether they should simply buy and pay 
whatever it costs plus the overhead of administration. It 
was decided that only because it was a sovereign power 
taking care of its own people, and having a total obliga- 
tion to see that these people got care and not just help 
in getting care, that they went the way they did in 
MEDICARE rather than buying voluntary insurance. 

I don’t think there is any question that you must 
amend the idea that voluntary prepayment is only for 
the lower income classes. 


Tue Vice SPEAKER: There are several other ques- 
tions here which I am sure Jay is the one to answer, if 
he will. 


“Can the $2,500 medical service program be 
eliminated?” 


Mr. Ketcuum: It could be, and I doubt whether 
we would have too much trouble eliminating it, with a 
few exceptions. You all must realize that, for example, 
the employers of S. S. Kresge, Woolworth, J. L. Hudson, 
Michigan Bell Telephone Company and several groups 
of that nature, employ people for small jobs, many on a 
part-time basis, whose earnings are definitely below the 
$2,500 and $2,000 levels. To force these people to buy 
the higher contract—the $5,000, for example, in Michi- 
gan—would only increase the cost of medical care to 
these people, beyond the point which they are actually 
paying even though they are not insured. 

Therefore, at the time the $5,000 contract was in- 
stituted it was felt absolutely necessary to retain the 
$2,500 contract for those classifications. Because of the 
nature of Michigan Medical Service being a foresighted 
public institution or, as Dr. Brandenburg called it, a 
public trust, we are forced to make available to any 
qualified applicant any of the contracts that we offer 
the public. 

Therefore, in the approach to General Motors, Chrys- 
ler, Ford and the other large groups, there is selection 
within the group, if the group wishes it, as between the 
$2,500 and the $5,000 contract. We find some people 
with incomes well above $5,000 buying a $2,500 con- 
tract, hoping to utilize it as an indemnity contract. 
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I cannot answer as to whether or not the $2,500 con- 
tract will be eliminated in the near future. There is 
consideration being given to it. 


“Why does the non-group contract offer only hos- 
pital-surgical coverage and not medical care coverage?” 


Mr. Ketcuum: We are seriously considering making 
available a surgical-medical contract to the non-group 
enrollees (what we have called our community cam- 
paign enrollees) this coming year. There has been one 
real reason why it has not been done in the past, and 
that is strictly in the area of cost or price. Most of the 
people who buy this contract are the unemployed, the 
self-employed, the older people who do not qualify under 
group, and therefore in an attempt to keep the price 
down and give us a fair break in selection, it has not 
been offered to this time. I am not promising, but I 
really believe it will be offered this coming fall, probably 
in September. 


“What proportion of the subscriber's premium goes to 
Blue Cross and what proportion to Blue Shield?” 


Mr. Ketcuum: This is a difficult question to answer 
except as to the total dollars involved, because of the 
variation in contracts held by the various subscribers. 
Blue Cross has four basic contracts. They have three or 
four supplemental contracts. Blue Shield has four basic 
contracts and several small supplemental contracts, so 
the situation would vary in almost every instance. 


However, over-all, Michigan Blue Cross’s income last 
year from its subscribers was about $104,000,000. Blue 
Shield’s was about $44,000,000. So, that proportion just 
about represents the split for the average subscriber. 


Tue Vice SPEAKER: I find that the remainder of the 
questions have already been answered by previous speak- 
ers, and I want to thank you all very much for your 
attention during the time that these questions were pre- 
sented. I shall now turn the meeting back to the 
Speaker. 


Tue Speaker: Thank you, Dr. Lightbody. If you 
fellows by now are not authorities in insurance, you 
must have been asleep. You certainly have had an in- 
tensive course in prepayment insurance. 

The time has come for discussion by members of the 
House of Delegates, or the introduction of resolutions or 
motions if you have them. I certainly think it is very 
obvious to all of us that this problem is something that 
cannot be settled today. It will require a great deal of 
very sincere and concentrated evaluation by you men 
who have the responsibility of deciding the principles by 
which Michigan State Medical Society shall operate. 

I would like to read to you paragraph M, Section 10, 
Chapter VIII of the Bylaws: 


“Each resolution introduced into the House of Dele- 
gates shall be in writing and presented in triplicate to 
the Secretary immediately after the delegate has read 
the same, and shall be referred to the proper reference 
committee by the Speaker before action thereon is 
taken.” 


As I said in my opening remarks, motions that may 
be presented, which are germane to accomplishing a pur- 
pose, I believe can be acted upon today. However, any 
resolutions that are submitted and which have in any 
way an effect of binding the House of Delegates or bind- 
ing the members of the Michigan State Medical Society 
to any course of action, I believe properly should be re- 
ferred to the proper reference committee. 

The Chair will now entertain motions, resolutions, 
discussion by members of the House of Delegates. There 
is a microphone on each side of the room for your con- 
venience; or if you wish to come up here, you are free 
to do so. 


June, 1957 


VII. PRESENTATION OF RESOLUTIONS 
AND MOTIONS 


1. Resolution No, 1: Pathology Under 
Medicare 


W. L. Brostus, M.D. (Wayne): I have been asked 
to present a resolution at this meeting by the Michi- 
gan state Pathological Society. The President's letter, 
requesting me to present it, is here. These two resolu- 
tions were circularized to the State Society of Pathol- 
ogists, of which there are seventy-seven active mem- 
bers at the present time, with an expression requested 
from them as to whether they wish these resolutions 
to be presented or not. Fifty-four answered; fifty-two 
for, two against. These were written rather hurriedly, 
and probably the reference committee can dress them 
in phraseology in one or two places. 


“Whereas, the American Medical Association and the 
Michigan State Medical Society have declared that the 
practice of pathology is the practice of medicine, and 

“Whereas, pathology services may be rendered in or 
outside of a hospital, and 

“Whereas, such pathology services can be performed 
only by or under the supervision of qualified physicians, 
and 

“Whereas, Michigan Medical Service has contracted 
for the Michigan State Medical Society and for the 
physicians of Michigan and with the Department of 
Defense to supply medical services to dependents of 
the uniformed forces under Public Law No. 569 of 
the 84th Congress, otherwise known as the Dependent’s 
Medical Care Act, or Medicare, and 

“Whereas, certification of medical services rendered 
can be made only by physicians; therefore be it 

“Reso_vep: That the Michigan State Medical So- 
ciety hereby declares and affirms that pathology is a 
medical service under the terms of the contract which 
has been negotiated between the Michigan Medical 
Service and the Department of Defense, and as set forth 
in contract No. DA-49007 MD823, dated 16 November, 
1956, issued by the Department of Defense in com- 
pliance with the Dependent’s Medical Care Act, and 
fees for such services wherever rendered must be paid 
to the physicians rendering the service.” 


VII. 2. Resolution No. 2: Pathology in Blue 
Cross-Blue Shield 


“Whereas, the Michigan Medical Service and Michi- 
gan State Medical Society have declared that the prac- 
tice of pathologic anatomy and clinical pathology is 
the practice of medicine, and 

“Whereas, the pathologic services whether rendered 
to inpatients or outpatients are medical services, and 

“Whereas, such pathologic services can be performed 
only by or under the supervision of qualified physicians, 
an 
“Whereas, Michigan Medical Service has contracted 
for the Michigan State Medical Society and for the 
physicians of Michigan to supply medical services to 
subscribers, and 

“Whereas, certification of medical services rendered 
can be made only by physicians; therefore, be it 

“Reso_vep: That the Michigan State Medical So- 
ciety hereby declares that pathology is a medical serv- 
ice, and premiums for such services should be included 
in the Michigan Medical Service contracts rather than 
in the Michigan Hospital Service contracts; and be it 
further 

“Resotvep: That fees for such services be paid to 
the physicians rendering the service.” 
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Tue SPEAKER: These two resolutions will be referred 
to the proper reference committee when it has been 
appointed. 


VII. 3. Resolution No. 3: 


Increased Benefits 


in Michigan Medical Service Contracts 


E. H. Fenton, M.D. (Wayne): I have been asked 
to present this by the Committee on Prepaid Medical 
Care Plans of the Wayne County Medical Society: 


“Whereas, the Committee on Prepaid Medical Care 
Plans of the Wayne County Medical Society has stud- 
ied extensively the various methods of prepaid medical 
care available in the United States, and 

“Whereas, it is the opinion of the Committee that a 
medical society may logically sponsor only a service 
type plan, and 

“Whereas, the Committee has concluded that the 
general public desires wider benefits in a prepaid plan 
than are now available in Michigan Medical Service, 
and 

“Whereas, an essential feature in such a plan should 
be a mutual sense of responsibility on the part of the 
physician and on the part of the patient, and 

“Whereas, the traditional right of the patient to 
choose his own physician must be preserved; therefore, 
be it 

“RESOLVED: That Michigan Medical Service be re- 
spectfully requested after a thorough study of actuarial 
factors to devise a contract providing increased benefits 
patterned on the General Electric Plan; and be it further 

“RESOLVED: That this contract embody extensive 
diagnostic and therapeutic benefits to the subscriber in 
the hospital, office and home; provide for both an 
initial deductible feature and a co-insurance plan for 
more extended and expensive illness; and pay the phy- 
sician without a fixed schedule his usual fee for a given 
service; and be it further 

“ReEso_veD: That this House of Delegates favors con- 
tinuation of policies now being offered by Michigan 
Medical Service.” 

Tue Speaker: This resolution will be referred to 
the proper reference committee when that committee 
is appointed. 


VII. 4. Resolution No. 4: Limit Blue Shield 
Contracts to Those in Specified Income Limits 


E. H. Fenton, M.D.: This resolution does not come 
from the Committee: 


“Whereas, considerable confusion exists in the minds 
of the public in regard to income limits of their policies, 
and 

“Whereas, fee schedules as set up in specific contracts 
tend to be accepted by the patient as usual fees for 
the various procedures, and 

“Whereas, poor public relations may result when fees 
in excess of their Blue Shield contracts are charged; 
therefore, be it 

“Reso_veD: That the Board of Directors of Michi- 
gan Medical Service be encouraged to initiate a plan 
as rapidly as possible by which Blue Shield contracts 
are limited to those individuals whose family income 
falls within the income limits of their policies; and be 
it further 

“ResotvepD: That the corporate body of Michigan 
Medical Service go on record as favoring the discon- 
tinuance of the present $2,500 policy, and a new con- 
tract for all incomes above $5,000 be formulated.” 


Tue Speaker: This resolution is referred to a ref- 
erence committee when it has been appointed. 
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VII. 5. Motion No. 1: Authorizing Survey to 
Determine Consumers’ Attitudes on Services 
and Payments 


J. R. Ropcer, M.D. (Northern Michigan) 
like to present this ri. ag 

In view of the fact that time is of the essence in 
determining actions to be taken regarding prepaid in- 
surance consistent with existing evolutionary trends, 
and in view of the fact that a committee of this House 
of Delegates is currently considering certain specific 
phases of this problem, I move: 

That to complement better the work of present com- 
mittees, the Michigan State Medical Society Council 
or its Executive Committee be instructed to immediately 
conduct a survey to determine the attitude of the con- 
sumer public generally regarding services which should 
be offered, as well as the economic potential to pay for 
such services, and that it utilize any survey material and 
information already available together with such other 
facts as can be secured to effect that end, this survey 
information to be made available to this House of 
Delegates at the September, 1957, meeting through the 
Annual Report of The Council of the Michigan State 
Medical Society. 

M. L. Licuter, M.D.: 

Tue Speaker: I believe this motion is proper for 
action by the House of Delegates at this special session. 
There has been a second by Dr. Lichter, Dr. Stander 
and Dr. Heidenreich. What is your pleasure? Is there 
discussion of this motion? The Speaker’s interpretation 
of this motion is that in addition to the study com- 
mittee that is already studying some of the phases of 
this matter, this motion directs The Council and/or its 
Executive Committee to further complement the efforts 
of this committee to get adequate information from the 
public as to what it wants and its ability to pay for it, 
for future decision by this House in September. 

Is there discussion? 


R. A. RAsmMussEN, M.D. (Kent): I would like to 
amend the motion, that it include a survey of the 
doctors’ wishes. 


Tue SPEAKER: I am not sure the motion stated such 
a fact. I suppose it was implied, but do you wish to 
make it in the form of an amendment, that it include 
a survey of the doctors’ wishes? Do you care to eluci- 
date on that? What do you mean by “the doctors’ 
wishes’’—as to whether they want a service plan or 
indemnity plan, or what? 

R. A. Rasmussen, M.D.: I think, as it is stated 
now, it would include a survey of the wishes or de- 
sires of the consumer. I think, too, that the doctor is 
involved in this whole problem, and to stimulate his 
interest it would be well to survey his thoughts on the 
matter. 

Tue Speaker: If I understand, Doctor, do you wish 
to specify it any more particularly, or do you just 
want to leave it a blank wish, and that’s all? It is all 
right the way you have it. 

R. A. Rasmussen, M.D.: If you want to add to it, 
it might be well to get his impression of the needs. 

Otto VANDER VELDE, M.D. (Ottawa): I second the 
amendment. 

Tue SPEAKER: We shall dispose of the amendment. 

Is there further discussion of the amendment? All 
those in favor of the amendment that the physician be 
polled as to his wishes in this matter, say “aye’’; op- 
posed, “no.” The amendment is lost. 

Now, may we have discussion on the original motion? 


R. L. Novy, M.D.: I ask a question: Where is the 
money coming from? It is not provided for in the 
motion itself. I do know that we did conduct a poll 
way back in 1943 or 1944, and at that time it cost 
$15,000. I don’t know what it would cost now, and 
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that was supposed to be a cut rate that we were given 
at that time. 

Tue Speaker: Is Dr. Shook in the room? The state- 
ment has been made but not verified that it is going 
to cost considerable money to conduct a survey as was 
suggested by the motion. Do we have the money? 

Ratpuo W. SHook, M.D. (Kalamazoo): I think it 
would be up to the House of Delegates to decide where 
you were going to get the money—whether you want to 
raise it. It is not in the budget. If you conduct a 
survey, my impression is that it is going to take longer 
than three or four months. 

Dr. ScumtterR, M.D. (Wayne): I would like to point 
out that in the last four or five years there have been 
surveys made in practically every state. It is hard for 
me to believe that Michigan is so different that we 
can’t use the judgment that has been obtained through 
these various surveys and apply it to the business of the 
State of Michigan. 

G. W. Stacie, M.D.: The consensus was that there 
is a lot of survey material available. There are research 
units in the various colleges and universities, and The 
Council or its representatives have not had a chance to 
discuss in great detail how much it might cost. It was 
felt that The Council, within the next two or three 
weeks, would be able to compile what would be avail- 
able, and would have some idea of what it might cost. 

The figures as represented by the group were no- 
where near $10,000 or $15,000. It was a matter of 
only a few thousand dollars that it might cost. In our 
Public Relations reserve fund there is an adequate 
amount to take care of something like this, if it is 
approved by the House of Delegates. 

J. D. Fryrocite, M.D. (Wayne): May I suggest a 
way to take a poll without spending very much money 
except for the tabulation? We might use our good 
friends in the newspaper business or other publications. 
Everybody loves to answer quiz questions, and such a 
sheet publicized in the local papers in the various com- 
munities throughout the State, and returned to a box 
number, might be tabulated. 

I would not vote for the accuracy of such a poll, 
but it certainly would be a good cross-section sampling 
of our State, and it might be good publicity in the sense 
that if the doctors were requesting it, it would impress 
upon the people the fact that we are concerned with 
their wishes and that we want a good cross-sectional 
answer from them. It might be very informative, al- 
though I don’t know if it has ever been done that way. 

A. C. Stanper, M.D. (Saginaw): I would like to 
ask whether we are meeting solely now as members of 
the House of Delegates, or whether we are meeting as 
members of the corporate body of Michigan Medical 
Service. 

Tue SpeAKER: This is a meeting of the House of 
Delegates. 

A. C. Stranper, M.D.: I understand we also are 
members of the corporate body of the Michigan Medical 
Service. 

My opinion is this: Before we venture on any changes 
in contract of the Michigan Medical Service, any changes 
that should be made should be made with adequate 
deliberation and with adequate information. 

At the MSMS County Secretaries-Public Relations 
Conference last January, I was very definitely impressed 
by Mr. John Reid of Lansing who said, “Labor always 
asks for more than they expect to get, and they have 
very well-trained bargainers.” 

I think we should get as much information as pos- 
sible before we consider contract changes, and we cer- 
tainly should find out what the people want who are 
going to get the benefit and pay for these contracts. 

I just wonder whether there is any obligation on 
the part of Michigan Medical Service to acquire that 
information and to spend some of the money in obtain- 
ing this information. 


Jung, 1957 


Tue SPEAKER: The question has been called for. 
Is there further discussion? 

S. L. Loupgr, M.D.: I would like to ask someone 
in authority whether this resolution as it appears would 
permit the accumulation of facts with reference to the 
acceptance of Blue Shield by the people of the State 
of Michigan, from the data which are already at hand. 
There are many sources of data, as has been mentioned 
here. There are other ways of getting an appreciation 
of the way the people feel about it, other than to go 
from house to house or town to town and find out. 
We could make it simple and inexpensive. It might not 
be considered quite as accurate, but it would give us a 
very good idea. 

If that would be permitted, then I am for this thing. 
If not, I am not sure how we could get through with 
it between now and September, so I would be against it. 

Tue Speaker: If I recall the motion correctly, it 
specifically stated that all sources of information that 
are now available from surveys will be utilized. It is 
only a motion to complement the work of the committee 
of your House which is already working on the matter. 

S. L. Louprz, M.D.: That being the case, I shall 
vote for it. 

THe Speaker: Is there further discussion? The 
question has been called for, and I believe it is in 
order to now put it to a vote. All those in favor of this 
motion, please say “aye”; opposed, “no.” The motion 
is carried. 

Are there further resolutions or motions? 


VII. 6. Resolution No. 5: Recognition of 
Internists 


N. J. Hersuey, M.D. (Berrien): I present this reso- 
lution at the request of the Michigan Society of Internal 
Medicine: 

“Whereas, this House of Delegates, as representatives 
of the medical profession in Michigan, is dedicated to 
promote higher standards of medical service, and 

“Whereas, the maintenance of high standards of med- 
ical care often includes the services of the internist, 
and 

“Whereas, this House of Delegates is anxious to 
maintain unity of the medical profession in Michigan 
in order to further favorable solution of the economic 
problems of medical care; therefore, be it 

“Resotvep: That the House of Delegates recognizes 
the internist as a medical specialist whose special train- 
ing, skills and detailed investigation and service rendered 
the patient entitles him to compensation commensurate 
with such service both as an attending physician or 
consultant.” 

Tue SpeAKER: This resolution will be referred to 
a reference committee when it is appointed. 

O. J. Jounson, M.D. (Bay): I would like to read 
the notice of this meeting: “The purpose of this meet- 
ing is to acquaint you with the various crises and prob- 
lems facing the profession with regard to future prepaid 
health insurance in this State.” 

I think you have done so very adequately. I think 
the resolutions here presented, deciding whether intern- 
ists are specialists or pathologists are doctors, are not 
germane to the calling of this meeting. I do not see 
how we can conduct any business. 

Tue SPEAKER: It is your privilege to rise to a point 
of order The Chair would simply like to explain that 
this matter revolved around in his mind from supper to 
breakfast for several nights in a row, and he finally 
decided that, rather than create any ill-will, it would 
be better to accept these resolutions and have them 
referred, as is the proper sequence, to the reference 
committees when appointed. 

I appreciate that your statement, Dr. Johnson, is ab- 
solutely true. I think it would be perfectly within 
the prerogative of the Chair to rule otherwise, but this 
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is the ruling of the Chair. If you wish to appeal it, I 
think these resolutions can properly be disregarded. This 
is the way it is being handled at the present moment; 
as long as we already have some resolutions committed, 
we will proceed unless we get too far distant. 

J. R. Ropcer, M.D.: Do you mean these resolutions 
will be referred to reference committees that will report 
back on them next September and be made clear? 

Tue SpeAkER: That is the point. They will be clear, 
if you didn’t understand them. 


VII. 7. Resolution No. 6: Change Michigan 
Hospital Service-Michigan Medical Service 
into Indemnity Plans 


Dr. Kevitener, M.D. [Calhoun]: After reviewing the 
problems that have been presented to it by representa- 
tives of the Michigan State Medical Society, and follow- 
ing a ballot vote of the Calhoun County Medical So- 
ciety, its delegates have been instructed to present the 
following resolution to the special meeting of the House 
of Delegates of the Michigan State Medical Society: 


“REso_veD: That the Calhoun County Medical So- 
ciety hereby requests the Michigan State Medical Society 
to give consideration to the employment of its influence 
and good offices to effect some or all of the following 
changes in Michigan Hospital Service-Michigan Medical 
Service: 

“1. Discontinuance of the ‘service’ concept. 

“2. Adoption of a deductible hospitalization plan. 

*3. Adoption of an indemnity fee schedule for phy- 
sicians’ services. 

“4. Adoption of an indemnity fee schedule for out- 
patient or office diagnostic x-ray examinations. 

“5. Payment of surgical indemnity fees regardless of 
where the surgery is performed.” 

Tue Speaker: This resolution will be referred to a 
reference committee when it is appointed. 


VII. 8. Motion No. 2: Encouraging Extended 
Coverage of Service Contracts 


H. A. Furtone, M.D.: It is very apparent that a 
great deal of study has been made by the Board of Di- 
rectors and the officers of the corporation, and that there 
is much yet to be done. There are many problems yet 
to be met. This effort must be carried on. Therefore, 
the Oakland County delegation would like to present this 
motion: 

That this House of Delegates expresses by this motion 
its unqualified confidence in the Board of Directors and 
officers of Michigan Medical Service for their manage- 
ment of the affairs of the corporation, and encourages 
them to continue to evolve plans for extended coverage 
of service contracts in conformity with present demands 
and in anticipation of future needs within the limits of 
sound actuarial experience and reasonable cost. 

Further, that the Michigan State Medical Society in- 
tensify its efforts to demonstrate the advantages to be 
achieved by the close partnership of the public and the 
profession in this effort. 

W. L. Brostus, M.D.: I second the motion. 

Tue Speaker: Is there discussion of the motion? 
The question is called for. All those in favor, say “aye”; 
opposed, “no”. The motion is carried. 

Is there any further business at the present moment? 
If not, I would like to call on three men for announce- 
ments, Dr. Foster, Dr. Wickliffe and Dr. Wiley. Will 
those three men come up quickly and make their an- 
nouncements, after which we will have a brief summa- 
tion by President-elect Slagle and immediate adjourn- 
ment after Dr. Slagle has finished his remarks. 

Secretary Foster: I have two announcements that 
are of a rather pleasant nature. They have to do with 
legislation. 
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Your attention is invited to the fact that House Bill 
515, a legislative proposal introduced in the present ses- 
sion by the Ways and Means Committee of the House, 
which would have you re-register at $10 a year, has been 
referred back to the committee and is going to lie there 
for another year. You will recall that The Council ap- 
proved a re-registration act last year, and then the 
House of Delegates disapproved. 

The Ways and Means Committee not only raised the 
original $5, not only considered it, but raised it to $10. 
The bill has been returned to committee, and it is hoped 
you will thank your legislators when you get home for 
what they did. 

The second announcement is that the proposal for 
polio vaccine, some $400,000-odd in the budget, which 
was to be used only in public health clinics, taking it 
away from the doctors’ offices, where 75 per cent of the 
work had been done, was passed with the amendment 
off. That is going to preserve for you in the coming 
year this segment of private practice, so thanks again are 
due our State Senators and Representatives. 

J. T. P. Wicxurre, M.D. | Houghton-Baraga-Kewee- 
naw]: I want to take this opportunity to extend a cor- 
dial invitation to all Michigan State Medical Society 
members to attend the 69th annual meeting of the Upper 
Peninsula Medical Society of Michigan. We shall have 
a good scientific program. The meeting will be at 
Houghton, on June 21-22. We would like to have you 
all come up. 

Tue SPEAKER: Thank you, Dr. Wickliffe. We shall 
all be there. 

D. Bruce Witry, M.D.: I would like to invite to 
your attention the fact that last year, during the summer, 
Councilor Conferences were held throughout the State. 
Last September, this House of Delegates authorized The 
Council to arrange these Councilor Conferences again 
this year, in each of the districts. 

After this meeting, you will probably want to hold 
your Conferences earlier than you did last year so that 
after you have had your county medical society meetings 
these matters may be discussed, and this particular ques- 
tion, along with the other matters pertaining to the prob- 
lems of the State Medical Society that will be coming up 
in the September annual session of the House of Dele- 
gates, will be brought to the Conference in each dis- 
trict. By scheduling these conferences earlier, it will give 
the State Society officers a better opportunity of fitting 
such meetings into their busy schedules. 


Tue SPEAKER: May I take this opportunity to thank 
each member of the House for his attendance, and each 
alternate, the officers of the county societies and the par- 
ticipants on this program. As soon as Dr. Slagle finishes 
his summary, we shall adjourn. 


VIII. SUMMATION 
By G. W. Slagle, M.D. 


I want to compliment each member of the House of 
Delegates and guests for their attendance during this 
whole day. A lot has been tossed your way, and there 
has been much to digest. We know that in the next few 
months there is a big job to be done. 

My charge is simply to go back home, disseminate this 
to each individual member, discuss it in the hospital 
lounges and at staff meetings, and do not hesitate at 
any time to call on the representatives of MSMS and 
Blue Shield to meet with you and go over anything that 
may be troubling you. 

Think it over thoroughly, make good decisions, and 
go to Grand Rapids in September ready to get together 
as a united profession. We will whip this thing and will 
come out on top as we did in 1940. 


IX. ADJOURNMENT 


Tue SpeAKeR: The meeting is adjourned. 
[The meeting adjourned sine die at 4 p.m.] 
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FOR POSITIVE DIURESIS 


ROLICTON’ 


Brand of Amisometradine 


- oral b.1.d. dosage 


¢ continuous control of edema 


The new, highly effective oral diuretic, 
Rolicton, greatly simplifies the task of main- 
taining an edema-free state in the patient 
with congestive heart failure. Rolicton meets 
the criteria for a dependable diuretic: con- 
tinuous effectiveness, oral administration 
and clinical safety. 

In extensive clinical studies the diuretic 
response clearly indicates that a majority 
of patients can be kept edema-free with 
Rolicton. In these investigations it was noted 
that side reactions were uncommon. When 
they did occur they were usually mild. 

In most edematous patients Rolicton may 
be employed as the sole diuretic agent. When 
used adjunctively in severe cases, Rolicton 
is also valuable in eliminating the “peaks and 
valleys” associated with the parenteral ad- 
ministration of mercurial diuretics. 

One tablet of Rolicton b.i.d., after meals, 
is usually adequate for maintenance therapy 
after the first day’s dosage of four tablets. 
Some patients respond well to one tablet 
daily. G. D. Searle & Co., Chicago 80, Illi- 
nois. Research in the Service of Medicine. 
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Michigan’s Department of Health 


Albert E. Heustis, M.D., Commissioner 





SUMMER IMMUNIZATION 


The Michigan Department of Health recommends: 

1. That the routine immunization of infants against 
diphtheria, pertussis, tetanus and smallpox be continued 
throughout the so-called poliomyelitis season. 

2. That because of our high percentage of protec- 
tion against diphtheria, tetanus and whooping cough 
in older children and with a very low incidence of 
these three diseases in Michigan there would be no 
objection to delaying booster doses or primary im- 
munization of older persons until later on in the year. 

3. That poliomyelitis vaccinations be continued 
throughout the so-called polio season. 

4. That poliomyelitis vaccine not be given to house- 
hold contacts of a case of poliomyelitis. 

5. That antigens not be given to persons showing 
signs of illness. 


CHANGE IN LABORATORY 
TESTING PROCEDURES 


The Department of Health has found on review of 
experience with antibiotic sensitivity testing that the 
use of more than one of the Tetracycline drugs in test- 
ing adds no useful information. There is uniform agree- 
ment between the results obtained with all Tetracycline 
antibiotics. Bacitracin, Neomycin, Polymyxin B and 
Viomycin are of little clinical usefulness. We are there- 
fore restricting routine testing to the following anti- 
biotics: Chloromycetin, Erythromycin, Penicillin, Strep- 
tomycin, and Tetracycline. 

Routine gross testing of fecal specimens has been 
discontinued. If requested, the Department will per- 
form antibiotic sensitivity tests on pure cultures of 
known pathogenic bacteria when isolated from fecal 
specimens. 


STATE SOCIETY MEMBERS ON 
RADIO PROGRAM 


Beginning in the fall of 1956, the Michigan Depart- 
ment of Health’s weekly radio program has been aired 
over a statewide network of radio stations. Several 
members of the State Medical Society have participated 
in the broadcasts. 

The first series of programs was devoted to maternal 
and child health and included most of the material 
covered in expectant parent classes as well as a number 
of shows on the health of the preschool child. In addi- 
tion to health department staff members, featured guests 
on this series were Dr. Francis Jones, Lansing, Chair- 
man of the Maternal Health Committee, who spoke on 
the hygiene of pregnancy, and Dr. Robert Heavenrich, 
Saginaw, Chairman of the Child Health Committee, 
who spoke on growth and development. 

The second series of programs, now in progress, deals 
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with various aspects of the chronic disease problem. 
Featured guests on this series include Dr. Frederick 
Swartz, Lansing, member of the Geriatrics Committee, 
who discussed aging and long term illness; Dr. Robert 
Stow, Lansing, who discussed heart disease; Dr. Frank 
van Schoick, Jackson, member of the Rheumatic Fever 
Committee who spoke on rheumatic fever; and Dr. 
George Thosteson, Detroit, who will discuss diabetes. 
The programs are broadcast originally over station 
WKAR in East Lansing. Tape recordings of these 
broadcasts are then sent to thirteen radio stations 
throughout the state for rebroadcast at a later date. 


PUBLIC HEALTH NURSES STILL 
IN SHORT SUPPLY 


The number of public health nurses at work in 
Michigan has not kept up with the population in- 
crease, according to a recent census conducted by the 
Michigan Department of Health. 

As of February 1, there were 896 full-time and 
seventy-eight part-time nurses employed by all types 
of agencies for public health work in the state. The 
full-time nurses have increased forty-two in the last 
two years, a gain of approximately 5 per cent. Michi- 
gan’s population gain in that time was 7 per cent. 

Of the 896 full-time public health nurses in the state, 
51 per cent have completed a year of public health 
training. Of this number, thirty-one are graduates of 
basic collegiate nursing programs which are accredited 
for public health. Wayne State University has one 
of these accredited programs. Twenty per cent of the 
nurses have had less than one year of preparation and 
29 per cent have had none. A total of forty-seven (5 
per cent) have master’s degrees. Eleven of these are in 
state agencies and thirty-six in local agencies. Bachelor’s 
degrees are held by 274 nurses (31 per cent of the 
total number). 


NEW OFFICERS OF MICHIGAN PUBLIC 
HEALTH ASSOCIATION 


C. V. Tossy, D.D.S., of Lansing, was elected presi- 
dent of the Michigan Public Health Association at the 
organization’s thirty-sixth annual conference in Grand 
Rapids in May. Robert G. Willson, D.V.M., of De- 
troit, was chosen vice-president and G. Frederick 
Moench, M.D., of Midland, was named secretary. Ly- 
man Chamberlain, of Charlotte, was continued in the 
office of treasurer. 





The American Red Cross in 1956 collected 2,130,000 
pints of blood—almost a hundred thousand more than 
the previous year. 
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CORN OIL LOWERS 


serum 
cholesterol 


Physicians are well aware of recent 
reports that blood cholesterol levels 
tend to decrease significantly in 
humans when a substantial part of 
the dietary fat is supplied as polyun- 
saturated vegetable oil. Many clinical 
and experimental studies have shown 
Mazola Corn Oil to be particularly 
effective as a cholesterol-reducing 
agent. 


In the dietary management of blood 
cholesterol levels it is practical to de- 
crease the total daily intake of fat 
and substitute Mazola Corn Oil for a 
substantial amount of the saturated 
fat. Corn oil can be included in the 
daily diet as salad dressings and in 
a variety of other ways* without the 
usual inconveniences of dieting. 
Mazola Corn Oil is a product every- 
one knows, respects, enjoys and keeps 
on hand. 


Do you have “V. egetable 
Oils in Nutrition?” 
If not, you may have 
this 88-page = 
— and monogra; 

> stn without loam. Write to 
— Medical Department, 

IN Corn Products Refining 

NUTRITION * Company, 17 Battery 

— Place, 








ew York 4, N.Y. 











MAZOLA® CORN OIL IS 


DERIVED 100% FROM CORN 


pe we 


> It is in its natural form— 


not hydrogenated 


- It contains no cholesterol 


i ® Over 85% of its component fatty 
_ acids are unsaturated 


B It is rich in the metabolically 


specially important linoleic acid 
It is an excellent carrier for 


fat soluble vitamins 


It is well tolerated, readily 
digested and easily absorbed 


It is suitable for inclusion in the 
daily diet in a wide variety of ways* 


*A collection of recipes 
using Mazola Corn Oil 
is available on request. 


CORN PRODUCTS REFINING COMPANY 
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MICHIGAN AUTHORS 


J. Reimer Wolter, M.D., Ann Arbor, is the author 
of an article entiled “Retinitis Pigmentosa”’ published in 
AMA Archives of Ophthalmology, April, 1957. 

Elisha S. Gurdjian, M.D., John E. Webster, M.D., 
Francis A. Martin, M.D., and Warren G. Hardy, M.D., 
Detroit, are the authors of an article entitled “Carotid 
Compression in the Neck—Results and Significance in 
Carotid Ligation,’ read before the Section on Nervous 
and Mental Diseases at the 105th Annual Meeting of 
the American Medical Association, Chicago, June, 1956, 
and published in the Journal of the American Medical 
Association, March 23, 1957. 

Charles Dorando, B.A., and Max Karl Newman, 
M.D., Detroit, are the authors of an article entitled 
“Bracing for Severe Scoliosis of Muscular Dystrophy 
Patients,” published in the Physical Therapy Review, 
April, 1957. 

Jack Lapides, M.D., was the moderator, and James 
Pierce, M.D., Sheldon Fellman, M.D., Jack Bobbitt, 
M.D., James Coppridge, M.D., Ralph Straffon, M.D., 
and James Morrow, M.D., all of the Department of 
Surgery, University of Michigan Medical School in 
Ann Arbor, were the participants in a symposium pre- 
sented for the Section of Urology Seminar on December 
11, 1956, entitled “Renal Tubular Acidosis: A Review,” 
published in the University of Michigan Medical Bulle- 
tin, March, 1957. 

Lloyd J. Lemmon, M.D., Pittsburgh, Arthur L. 
Drew, M.D., Indianapolis, and Janice G. Glimn, M.D., 
and James E. Higgins, M.D., Ann Arbor, are the au- 
thors of an article entitled “Study of Cerebrospinal 
Fluid Proteins with Paper Electrophoresis. III. The 
Guillain-Barré Syndrome (Preliminary Report),” pub- 
lished in the University of Michigan Medical Bulletin, 
March, 1957. 

Theodore G. Osius, M.D., Ann Arbor, is the author 
of an article entitled “The Historic Art of Poisoning,” 
published in the University of Michigan Medical Bulle- 
tin, March, 1957. 

Leo S. Figiel, M.D., and Steven J. Figiel, M.D., De- 
troit, are the authors of an article entitled “Gallstone 
Obturation of the Duodenal Bulb,” published in the 
American Journal of Roentgenology, Radium Therapy 
and Nuclear Medicine, July, 1956. 

D. K. Rush, M.D., L. S. Figiel, M.D., and S. J. 
Figiel, M.D., Detroit, are the authors of an article en- 
titled “Rokitansky-Aschoff Sinuses, Historical Review 
and Presentation of Three Cases,” published in The 
Grace Hospital Bulletin, January, 1957. 
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S. J. Figiel, M.D., L. S. Figiel, M.D., and H. A. 
Shulman, M.D., Detroit, are the authors of an article 
entitled “Gas Within the Fetal Circulation Indicating 
Fetal Death,” published in The Grace Hospital Bulle- 
tin, January, 1957. 

J. S. DeTar, M.D., Milan, is the author of an article 
entitled “The Generalist, the Hospital and the AMA,” 
which was part of a symposium on “Methods of Evalu- 
ating Medical Care in Hospital.,” presented before the 
86th annual session of the Colorado State Medical 
Society, September, 1956. The article was published 
in the Rocky Mountain Medical Journal, December, 
1956. 

* * 7 

S. J. Figiel, M.D., L. S. Figiel, M.D., and D. K. 
Rush, M.D., of the Department of Radiology, Grace 
Hospital, Detroit, Michigan, presented a paper and 
exhibit on “High KV Spot Compression Roentgenology 
for Detection of Colonic Polyps” at the annual meeting 
of the American Proctologic Society held at New Or- 
leans, April 22-27, 1957. 


* * * 


M. K. Newman, M.D., Detroit, presented a paper 
before the Wayne County Chiropodist’s Society at the 
Veteran’s Memorial Building on April 2, 1957. The 
title of the talk was “A Comparison of Objective Ex- 
amination in Peripheral Arterial Circulation: Calorim- 
etry, Thermometry, Digital Plethysmography and Radio 
Isotope Tracer Techniques.” 


* + 


Paul R. Dumke, M.D., was chairman of the Pro- 
gram Committee for the Second All-Day Meeting of 
the Michigan State Society of Anesthesiologists, held 
on May 25, 1957 at the Hotel Statler in Detroit. Ap- 
pearing on the program were: Ivan B. Taylor, M.D., 
N. M. Bittrich, M.D., Arch V’R. Kane, M.D., Robert 
E. Mosher, Ph.D., Mary McLaren, M.D., Edward T. 
Glowacki, M.D., Shirley Austin, M.D., and William 
Myers, M.D., all of Detroit; Thomas B. Bolton, M.D., 
London, England; Daniel W. Johnston, M.D., William 
B. Jensen, M.D., Mary Lou Byrd, M.D., Richard C. 
Houghton, M.D., of Grand Rapids; E. M. Papper, 
M.D., New York, N. Y.; John B. Stetson, M.D., Ann 
Arbor; Edwin J. de Beer, Ph.D., Tuckahoe, N. Y.; 
Edward Connor, M.D., and I. D. Nickerson, M.D., 
Royal Oak, Michigan. 

* * * 

A: paper entitled “Muscular Dystrophy in Terms of 
Its Evaluation, Prognosis, Diagnosis and Its Manage- 
ment by Physical Medicine and Rehabilitation” was 
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a penetrant emulsion 
for chronic 
constipation 


IKON DIRE WU” 


COLLOIDAL EMULSION OF MINERAL OIL AND IRISH MOSS 


permeates the hard, stubborn stool of chronic 
constipation with millions of microscopic 

oil droplets, each encased in a film of Irish moss... 
makes it more movable 








KONDREMUL piain)—Pleasant-tasting and 


non-habit-forming. Contains 55% mineral oil. 
Supplied in bottles of 1 pt. 


KONDREMUL with Cascara)—0.66 Gm. nonbitter 


Ext. Cascara per tablespoon. Bottles of 14 fl.oz. 


KONDREMUL with Phenoiphthalein)—0.13 Gm. 
phenolphthalein (2.2 gr.) per tablespoon. Bottles of 1 pt. 


When taken as directed before retiring, KONDREMUL 
does not interfere with absorption of essential nutrients. 


THE E. L. PATCH CO. — sToNEHAM, MASSACHUSETTS 
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A new design 
with your 
practice in mind 


BURDICK UT-4 


ULTRASONIC UNIT 


The acceptance of ultrasonic therapy as a standard 
office procedure points up the need for an efficient 
compact unit. 

Combining light weight, effective radiating inten- 
sity and automatic control features, the UT-4 sets 
a new standard of economy and convenience in 
ultrasonic treatment for every physician's office. 


Among the many features of the Burdick UT-4 are: 

© Weight — 25 pounds 

© Size — 16x 12 x9 inches 

© Radiating area—6 cm” 

© Effective intensity — 21/, watts/cm? 

¢ Automatic timer 

© Meter — registers intensity and output 

e Price — under $400 
For a full appreciation of the many features of 
the UT-4 see your Burdick dealer — or write us 
for information. 


THE BURDICK CORPORATION, MILTON, WISCONSIN 


THE G. A. INGRAM COMPANY 


4444 Woodward Avenue, Detroit 1, Michigan 
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presented before the American College of Physicians 
on April 11, 1957 by M. K. Newman, M.D., Detroit. 
om - * 

The Student American Medical Association Founda- 
tion, established to give financial aid to growing num- 
bers of medical students in their last three years of train- 
ing, has announced that twenty-four persons prominent 
in the fields of medicine, education, and industry have 
been named honorary trustees of the Foundation. 

The honorary trustees, including two men from 
Michigan, who will serve in an advisory capacity are 
as follows: 

Donald J. Cowling, Ph.D., past president, Carleton 
College, Minneapolis; Gerald D. Dorman, M.D., medi- 
cal director, New York Life Insurance Company, New 
York; Gilson Colby Engel, M.D., surgeon, Philadelphia; 
Gunnar Gundersen, M.D., chairman, board of trustees, 
A.M.A.; William A. Hyland, M.D., surgeon, Grand 
Rapids, Michigan; Ernest E. Irons, M.D., past president, 
A.M.A., Chicago; L. D. Johnson, Jr., vice president, 
Mead Johnson & Company, Evansville; Theodore G. 
Klumpp, M.D., president, Winthrop Laboratories, New 
York; Harry J. Loynd, president, Parke Davis & Com- 
pany, Detroit; Edward J. McCormick, M.D., past presi- 
dent, A.M.A., Toledo; Walter Martin, M.D., past 
president, A.M.A., Norfolk, Va.; J. Roscoe Miller, 
M.D., president, Northwestern University, Evanston; 
Franklin Murphy, M.D., chancellor, University of 
Kansas, Lawrence, Kansas; W. A. Patterson, president, 
United Air Lines, Chicago; William Alan Richardson, 
editor, Medical Economics, Oradell, New Jersey; Edward 
C. Rosenow, Jr., M.D., physician, Pasadena, California; 
John G. Searle, president, G. D. Searle & Company, 
Chicago; Austin Smith, M.D., editor, Journal of the 
American Medical Association, Chicago; George F. 
Smith, president, Johnson & Johnson, New Brunswick, 
N. J.; Faustin J. Solon, vice president, Owens-Illinois, 
Toledo; Henry Tenney, senior partner, Tenney, Sher- 
man, Bartlett & Guthrie, Chicago; Ernest Volwiler, 
Ph.D., president, Abbott Laboratories, North Chicago; 
Thomas J. Winn, vice president, Chas. Pfizer, Brooklyn, 
and James C. Worthy, vice president, Sears, Roebuck 
& Company, Chicago. 

* * * 


The American Medical Association, through its Coun- 
cil on National Defense, sponsored its Fifth Annual 
National Medical Civil Defense Conference on Satur- 
day, June 1, at the Waldorf-Astoria, New York City. 
Four Michigan men were participants in the program: 
Jack C. Greene, Director, Radiological Defense Divi- 
sion; Francis B. Stewart, Col. U.S.A.R. Consultant, 
Chemical and Biological Warfare Defense; Benjamin C. 
Taylor, Director, Engineering Office; and M. M. Van 
Sandt, M.D., Director, Medical Care Division, all of 
Federal Civil Defense Administration, Battle Creek, 
Michigan. 

* * * 

The American Board of Obstetrics and Gynecology 

announces that applications for certification, new and 
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desensi 


in Hay Fever or Asthma... 


Family Physicians use 
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specitic 


tization 


for perennia 
results 


-.- easily, 


SPECIFIC DESENSITIZATION 


is easily accomplished quickly and accurately 
by any physician. First, skin test each patient 
by the simple scratch test method and determine 
to what allergens the patient reacts. Barry has 
a small Pollen Pak for Hay Fever and seasonal 
asthma cases. Cost $1.50 for 21 tests of tree, 
grass and weed pollens, fungi, house dust— 
individual selection to meet your botanical re- 
quirements. Simple, safe, time proven technique 
—complete directions for your nurse. Ready to 


use report forms included. Send for yours today. 





FREE SCRATCH TEST SET 


with each Rx Specific Desensitization Set 
prepared according to your 
patient’s own skin test reactions, 











pleasantly and egonomically 


PERENNIAL RESULTS 


are obtained by desensitization against those specific 
irritants to which your patients reacted by the scratch 
test. Record your reactions on the convenient 
Each 


individually prepared for each 


report 
card enclosed in each test set. desensitization 
formula is patient ac- 
cording to his own needs and ‘thereby renders the best 
specific results of any medication possible. Each. treat- 
ment 3-vial set (20 doses) is ready mixed and diluted 
with individually planned treatment schedule. If you 
already have skin tested your patient, send your reac- 
tions to the Allergy Division, Barry Laboratories, Inc. 


Complete service $12.50. Prompt 7-10 day service for Rx’s. 


BARRY LABORATORIES, INC 


Allergy Division 





DETROIT 14, MICHIGAN 
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BAND-AID 


TRADE MARK 


Plastic Strips 


ELASTIC PLASTIC 

FLESH COLORED 

STAYS CLEAN 

THIN, SMOOTH PLASTIC 
GREASE RESISTANT 


WON’T WASH OFF 











Y 


100’s 1”x 3” 
100’s 34,"x 3” 





Conveniently Located 
in Grand Rapids 


Hospital Equipment 


Pharmaceuticals 
Office Equipment 
Physicians’ Supplies 
Trusses 

Surgical Garments 


Physiotherapy Equipment 


Medical Arts Supply Company 
233 Washington S. E. Phone GL 9-8274 
Grand Rapids 2, Mich. 


Medical Arts Pharmacy 


20-24 Sheldon S.E. Phone GL 39-8274 
Grand Rapids 2, Mich. 
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reopened, for the 1958 Part I Examinations are now 
being accepted. All candidates are urged to make such 
application at the earliest possible date. Deadline date 
for receipt of applications is September 1, 1957. No 
applications can be accepted after that date. 

Candidates for admission to the examinations are re- 
quired to submit with their applications, a typewritten 
list of all patients admitted to the hospitals where they 
practice, for the year preceding their application, or 
the year prior to their request for reopening of their 
application. This information is to be attested to by the 
Record Librarian of the hospital or hospitals where the 
patients are admitted and submitted on paper 81 x 11.” 
Necessary detail to be contained in the list of admissions 
is outlined in the Bulletin and must be followed closely. 

Current bulletins outlining present requirements may 
be obtained by writing to the Secretary’s office: Robert 
L. Faulkner, M.D., American Board of Obstetrics and 
Gynecology, 2105 Adelbert Road, Cleveland 6, Ohio. 


* * * 


Disclosure that Dr. Frederick D. Mott is leaving John 
L. Lewis for Walter Reuther is new evidence that the 
latter’s new Community Health Association in Detroit 
is an ambitious venture. Ever since his New Deal days 
in Farm Security Administration two decades ago, Dr. 
Mott has been a trail blazer in prepaid, group care. 
His decision to give up directorship of Miners Memorial 
Hospital Association of United Mine Workers and shift 
to the Michigan organization, founded and headed by 
Reuther, is assurance that CHA will be a dynamic 
undertaking. Dr. Mott will be executive director, effec- 
tive September 1. He steps out of his present post on 
June 30, to be succeeded by his deputy, Dr. John 
Newdorp.—W.R.M.S., May 16, 1957. 


* * * 


British physicians are caught between spiraling costs 
and the Ministry of Health which in 1951 arbitrarily 
decided that all family doctors should earn the equiva- 
lent of $6,200 a year. Costs of labor have risen 35 per 
cent, and the physicians asked an increase of 24 per 
cent, but were offered 5 per cent. They are threatening 
to resign in a body. They have been quoted as threat- 
ening to strike, but will instead carry on a fee for 
service basis, and send their bills to their patients—not 
the government. British medicine failed to form strong 
medical associations, and were given promises which 
were not kept. They are now convinced, 


* * oe 


The American Psychiatric Association has set up a 
project to study ways by which a greater understanding 
of psychiatry can be conveyed to physicians in general 
practice. The project has been made possible by a grant 
from the National Committee Against Mental Illness. 

The project will be administered at the Central Office 
of the American Psychiatric Association under the Medi- 
cal Director, Daniel Blain, M.D., Washington, D. C. 
A Liaison Committee with the American Academy of 
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3 to 1 iell be a Chest Film*... 





You might suppose a good chest film would be easy to take. 
Yet this “simple” examination is often very troublesome. 
The trick is to get consistent uniformity so films 

of a given patient taken at long intervals will always be 
dependably comparable in density and contrast. 

If you’re an expert technician, you juggle kilovoltage, 
time, milliamperage and focal spot to suit each patient. 

If you’re not, you guess... wrong, too often. 


There’s no guessing, though, when you work witha 

Picker “Anatomatic” x-ray control. It automatically 

integrates and sets up the whole complex of correct 

exposure factors for individual parts of individual patients. a ry fo pone - ee a 


You need no charts, make no calculations. chest films. Next in number are all ex- 
tremities, averaging 10%, 


. here’s all you do... 


¥ se ame 


CHEST 
HEART 


PA/Obl 


77” | J dial the bodypart 2 sot ts thickness take it! 


this chest station is one of to the measured thickness that’s all 


22 bodypart stations of the part 


Companion to the Picker Anatomatic control 
is this efficient “Century” x-ray table 
...atable with the rich look you’d expect to find 
only in upper-bracket x-ray equipment. 

The single tube converts from fluoroscopy 

to radiography and vice versa in a jiffy. 

100 ma and 200 ma models. 


Let your local Picker man tell you more 

about this remarkable x-ray machine 

...or write Picker X-Ray Corporation, 

25 South Broadway, White Plains, New York. 


new way in x-ray 
PICKER “ANATOMATIC” 


fluoroscopic /radiographic unit 


OETROIT 21, MICH., 8514 W. McNichols Road Pontiac, Mich., 1415 Oakwood Drive 
Battle Creek, Mich., 231 Eldred Street Flint, Mich., 4734 Canterbury Lane 
Grand Rapids 8, Mich., 48 Honeoye S.W. 
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for modern 


control of 


salt retention 


edema 


CUMERTILIN: 
Tablets 


@ effective oral diuretic with no sig- 
nificant gastrointestinal irritation! 


@ Suitable for long-term mainte- 
nance therapy. 


@ eliminates need for injections ir. 
certain cases, lengthens interval 
between injections in others 


@ basically different in chemical 
structure, extending the therapeu- 
tic choice in organic mercurials 


DOSAGE: | to 3 tablets daily as required. 


SUPPLIED: As orange tablets, in bottles 
of 100 and 1000. Also available— 


CUMERTILIN Sodium Injection, 1- and 2-cc. 
ampuls, in boxes of 12, 25, and 100; and 
10-cc. vials, individually and in boxes 
of 10 and 100. 


Pollock, B. E., and Pruitt, F. W.: Am. J. M. 
Sc., 226:172, 1953. 


THE G. A. INGRAM COMPANY 
4444 Woodward Avenue, Detroit 1, Mich. 
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General Practice will serve the project in an advisory 
capacity. 

The Liaison Committee has proposed that the general 
urgent need for expanding psychiatric services in com- 
munities throughout the nation can most readily and 
practicably be met by general practitioners if they can 
be armed with appropriate basic knowledge of psychiatric 
skiils and practices. Ways must be explored to accom- 
plish this—by setting up model post-graduate courses, 
developing standards for training, training films, course 
materials, and above all a broad promotional effort 
which will stimulate the general practitioner’s interest 
in psychiatry and community action in this area. 

* * * 

Plans for the Midwest Cardiac Conference, to be held 
October 3, 4 and 5, 1957, at the Iowa State University 
Hospitals in Iowa City, have been announced by the 
Iowa Heart Association, co-sponsors of the scientific 
session. No registration fee will be charged. 

* * ” 

The Detroit Dermatological Society, at its annual 
meeting, April 24, 1957, elected to office for the year 
1957-1958, the following: 

President .......Coleman Mopper, M.D. 
President-elect. .......George B. Sexton, M.D. 
Secretary-Treasurer........Alice E. Palmer, M.D. 
Recorder. ........Robert E. Burns, M.D. 

Dr. Sexton is a resident of London, Ontario, Canada. 

The other officers are from Detroit. 
* * . 

For every 10,000 people x-rayed 
through community-wide surveys using 
small film mobile x-ray units, eight 
active cases of tuberculosis are found 
in Michigan. 

In 1955, the most recent year for 
which complete figures are available, 
mobile units x-rayed 12 per cent ‘of 
Michigan’s population fifteen years of 
age and older. In only three counties 
50 per cent or more of the adult popu- 
lation was screened. Mobile units oper- 

ated in fifty-nine counties, mostly on a community-wide 
basis. On the average, 14 per cent of the adults of these 
fifty-nine counties were x-rayed in 1955. 

Unknown, untreated cases of tuberculosis are the 
sources of new infections and new cases. If the new 
cases are not discovered, tuberculosis will continue to 
spread to countless other persons.—MICHIGAN TUBER- 
CULOsSIS ASSOCIATION, 

* + ” 

The American College of Gastroenterology announces 
that its annual course in Postgraduate Gastroenterology 
will be given at The Somerset in Boston, Massachusetts, 
on October 24, 25, and 26, 1957. 

The course will again be under the direction and co- 
chairmanship of Owen H. Wangensteen, M.D., Professor 
of Surgery of the University of Minnesota Medical 
School, who will serve as surgical co-ordinator and I. 


(Continued on Page 788) 
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Snapper, M.D., Director of Medical Education, Beth-E] 
Hospital, Brooklyn, N. Y., who will serve as medical 
co-ordinator. Drs. Wangensteen and Snapper will be 
assisted by a distinguished faculty selected from the 
medical schools in the Boston area. 

The subject matter to be covered in the course, from 
a medical as well as surgical viewpoint, will cover, 
essentially, the advances in diagnosis and treatment of 
gastrointestinal diseases and a comprehensive discussion 
of diseases of the mouth, esophagus, stomach, pancreas, 
spleen, liver and gall bladder, colon and rectum, with 
special studies of radiology and gastroscopy. 

For further information and enrollment, write to 
the American College of Gastroenterology, 33 West 60th 
Street, New York 23, N. Y. 

ars, Pe 

Thomas Francis, Jr., M.D., Chairman of the Depart- 
ment of Epidemiology in the University of Michigan 
School of Public Health, has evaluated the 1954 field 
trials of the Salk vaccine. He advises the booster as a 
safety measure “until we have a much firmer picture of 
the lasting potency of the vaccine.” He suggests chil- 
dren and teen-agers should get the booster to help 
“make sure the vaccine has an opportunity to exert its 
full effect.” 

He does not recommend that the Salk booster shots 
become an annual affair, however. Citing the fact that 
this is only the third year the vaccine has been used 
on a national basis, Dr. Francis says boosters will prob- 
ably be needed less frequently as improvements in the 
potency and consistency of the vaccine are made. 

Should a shortage of vaccine occur, Dr. Francis 
believes the under-twenty. age group should receive first 
priority in getting their initial series of three shots. 
Children who had the series a year or more ago should 
receive second priority for vaccine. 

* * # 

The current fad for non-fat diets runs the risk of 
doing irreparable harm to liver and kidneys, a Dearborn 
heart specialist recently stated. 

Lesem J. Baer, M.D., in a talk before the Michigan 
Diatetic Association, said: “There is still much to be 
learned about the harmfulness of fat in the diet.” He 
advised the public to “pay no attention to the cry 
about unsaturated fatty acids, unless under the direct 
advice of a physician.” A diet composed of no more 
than 25 per cent fat is restricted to a level that is safe, 
he added. 

Dr. Baer noted atherosclerosis has been with man 
since the days of early Egypt. Evidence of it has been 
found in mummies 3,000 years old. “In those days, 
people did not have alcoholic beverages as we have 
today, nor did they have too much food,” he said. 
“But they did have taxes and they certainly experienced 
psychological stress.” 

ese 

The International Society of Internal Medicine has 
announced that its Fifth International Congress of In- 
ternal Medicine will be held at the new Sheraton Hotel, 
Philadelphia, Pennsylvania, April 24-26, 1958. This 
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will be the first meeting of the Society outside of Europe. 
In making the announcement, the International So- 
ciety’s President, Sir Russell Brain, who is also President 
of the Royal College of Physicians of London, said, 
“The Executive Committee of the Society has chosen 
the United States for its Fifth Congress in response to 
an invitation extended by the American College of Phy- 
sicians and with the objective of securing greater 
American participation in its deliberations and of 
allowing foreign members, at first hand, to learn more 
about American developments in the medical sciences.” 

The previous Congresses, at two year intervals, were 
held in Paris, London, Stockholm and Madrid. At those 
meetings, however, the United States, as well as many 
other nations throughout the world, was _ represented. PAIN CONTROL 
The present membership of the Society, including forty- 
eight nations, is about 3,000. 

The objectives of the Society, as stated in its Statutes, 
are “to promote scientific knowledge in internal medi- 
cine, to further the education of the younger generation 
and to encourage friendship among physicians of all 
countries.” The members are “specialists in internal 
diseases, acknowledged as such and accepted by the 
appropriate national societies of internal medicine.” 

At the Philadelphia Congress it is planned, through 
lectures and panels, to analyze medical achievements of 
world-wide significance. to evaluate certain apparent 
problems and to chart courses of action designed to 
enhance technical knowledge and to aid in the continu- 


ing war against disease. At the same time, the plan GRADATIONS OF ANALGESIA 


includes such social and cultural activities as will tend 


e ° P 
to promote co-operation, friendship and mutual under- with light sedation 
standing among physicians and peace among their coun- 
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Air Force, as well as personnel from the Public Health 
Service and Veterans Administration. 

Each year the convention draws approximately 2,000 
members from all parts of the nation as well as leading 
medical members of military organizations from other 


countries. i ee 


The President’s Committee for Traffic Safety believes 
that you can help reduce accidents by obtaining (1) 
uniform laws and ordinances, (2) education in all 
schools, (3) enforcement officers who are specially 
trained, (4) an active accident records bureau, (5) an 
effective motor vehicle administration including im- 
proved driver examinations and re-examinations of re- 
peated violators, (6) traffic engineering principles, and 
(7) adequate public information and support.—Genesee 
County Medical Bulletin. 

* _ 

Harold F. Falls, M.D., associate professor of ophthal- 
mology at the University Medical School, advises that 
“children surviving enucleation (removal of the eyeball) 
for retinoblastoma should make a decision about steri- 
lization.” 

Each year this cancer of the eye causes an increasing 
number of parents to face the decision of whether to 
allow doctors to remove one or both of their children’s 
eyes so the youngsters may live. 

Retinoblastoma, which appears in children between 
the ages of two months and four years, presents not 
only immediate danger to the youngsters, but perhaps 
long-run impairment to the genetic make-up of future 
generations. 


It is definitely known that if either parent has had 
the disease and has survived, the parent may transmit 
the gene to half his children. Chances are “extremely 
remote” that offspring will turn up with the disease if 
no others in the family have it. 

a — * 

Scientists need both freedom and funds to be highly 
productive, a University of Michigan study conducted 
by the Survey Research Center (SRC) of the U-M 
Institute for Social Research, shows. 

The study deals primarily with the output of research 
publications as a measure of productivity. It does not 
cover originality, creativity or other specific factors 
related to this phenomenon. In checking the validity of 
its data, however, the Center found approximately the 
same results would have been obtained had professional 
citations been used as a measure of productivity. 

It was found that a low number of publications did 
not detract from performance ratings, but most of those 
with high publication output were also regarded as high 
performers by their colleagues. 

* * * 

A $50,000 gift to the surgery department of Wayne 
State University’s College of Medicine has been an- 
nounced as a major bequest from the estate of a promi- 
nent Detroit physician and former instructor at the 
University of Michigan medical school. 

According to the will of Dr. William A. Spitzley, the 
money is in honor of Dr. Grover C. Penberthy, clinical 
professor of medicine at Wayne’s College of Medicine 
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(Continued from Page 790) 
since 1913. The bequest was that the money be used 
for research as determined by chairman of the surgery 
department, Dr. Charles Johnston. 

Dr. Spitzley, who died in March, 1956, was a Detroit 
pioneer in lung surgery. He co-authored one of the 
first modern textbooks on surgery. 

In his will, Dr. Spitzley requested that a fund should 
be established and named after Dr. Penberthy. Dr. 
Spitzley said he wanted to honor Dr. Penberthy and to 
pay tribute to him and his work “in expression of my 
lifelong admiration for his professional integrity.” 

* * * 

Wayne State University’s Board of Governors re- 
cently reviewed gifts and grants totalling $151,800 at 
their monthly meeting. Medical and educational re- 
search areas received a major portion of $148,212; 
student aid gifts, $4,325 and equipment gifts were 
estimated at $1,000. Largest single medical grant of 
$25,000 came from the U. S. Public Health Service for 
training in neurology under direction of Dean Gordon 
H. Scott. * * # 

Relief for sufferers of hemophilia and potential bleed- 
ers may be in sight as the result of work by Walter H. 
Seegers, M.D., of Wayne State University’s College of 
Medicine. Dr. Seegers has announced the isolation of 
an anti-hemophilic factor (AHF) in blood which he 
calls platelet cofactor I. 

Speaking before the American Chemical Society, Dr. 
Seegers recently said that AHF may be absent from the 


blood of persons ill with hemophilia or an inhibitor may 
be present which overcomes the effect of AHF, prevent- 
ing the blood from clotting. Existence of AHF was 
theorized by blood researchers almost thirty years ago. 
Dr. Seegers adds this scientific achievement to an- 
other he made early in his career—the isolation of 
thrombin. 
« * + 
John M. Sheldon, M.D., Ann Arbor, was guest 
speaker at the 89th Annual Session of the Nebraska 
State Medical Association in Omaha, May 13. His 
subject was “Office Management of Allergic Problems.” 
a a 
John R. Rodger, M.D., Bellaire, was winner of one 
of the 1956 Ross Awards to general practice authors (in 
GP, the magazine) for his article “Sleepy Driver as a 
Preventive Medicine Problem.” 
The award consisted of a scroll and a $1,000 hon- 
orarium. 
Congratulations, Dr. Rodger! 
ee ae 


William A. Hyland, M.D., Grand Rapids (MSMS 
Treasurer and Past President), is one of the Honorary 
Trustees of the Student AMA Foundation, established 
in 1955 to give financial aid to growing numbers of 
medical students in their last three years of training. 

Congratulations, Dr. Hyland! 


* * - 


The American Association of Rehabilitation Thera- 
pists, the Association for Physical and Mental Rehabili- 
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tation, and the Association of Medical Directors and 
Co-ordinators will hold a joint convention at the Con- 
rad Hilton Hotel in Chicago, July 7 to 12, 1957. For 
program, write Charles Armon, President, AMD&C, 
6815 W. Highland Avenue, Chicago 31, Illinois. 
* * 7 

John R. Rodger, M.D., Bellaire, advocated before a 
March Meeting of the House Traffic Safety Subcom- 
mittee in Washington that a federal agency to set 
automobile safety standards be formed. Dr. Rodger, 
representing the Michigan State Medical Society, said 
that Michigan’s experience with such a program indi- 
cates that a national program would save 4,000 lives EVE RY WOMAN 
a year within ten years, 

Dr. Rodger is chairman of the MSMS Study Com- 
mittee on Prevention of Highway Accidents. 


WHO SUFFERS 


* * * 


Michigan names in the news during the March 
Scientific session of the American Academy of General 
Practice in St. Louis included John E. Webster, M.D., IN TH E 
Detroit neurosurgeon, guest essayist, and Richard A. 
Ferrington, M.D., from a small community near Milan, 
Michigan, winner of a Mead Johnson $1,000 award to 
a 1956 medical school graduate who plans a career MEN oO PAU S E 
as a family doctor. 
* * * 
Brooker L. Masters, M.D., was honored with a testi- DE Ss ERVES 
monial dinner given by the Gerber Memorial Hospital 
of Fremont in March, following Dr. Masters’ appoint- 
ment as Medical Director of Michigan Hospital Service. “PR EMARIN 7 
Dr. and Mrs. Masters were presented by the Hospital 
Board with a framed resolution expressing regret at 
their departure and wishing him well in his new 
endeavor. . . 

The Masters had resided in and served the Fre- wide BY AY: d 
mont community for the past ten years. = 
* * * 

William Bromme, M.D., Detroit, discussed the “Fu- 
ture of VA Hometown Medical Care Program” at the 


natural, oral 


April 6 Conference on Veterans’ Affairs in New York. estroge nN 
The meeting was called by the AMA Committee on ro) 

Federal Medical Services and Council on Medical Serv- 

ice for the state medical society representatives of seven- 


teen Eastern Region states. 

Similar regional conferences were held in the Central 

and Western areas of the nation. 
_ * * 

William J. Burns, MSMS Executive Director, was 
honor guest and speaker at Past Presidents’ Night of 
the Detroit Commercial Secretaries Association, Statle1 
Hotel, Detroit, April 17. Mr. Burns, who was a mem- 
ber of the DCSA during the years 1930 to 1935, was 
honored as Immediate Past President of the Michigan 
Association Executives Forum, composed of some 100 : 
executives of business, professional and technical as- AYERST LABORATORIES 
sociations in Michigan. Mr. Burns’ address on April New York, N.Y. ¢ Moan 
17 was entitled “Changing Association Horizons.” 


” + . 


The Michigan Academy of Physical Medicine and 
Rehabilitation has been organized and incorporated 
under the laws of the State of Michigan. The object 
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of the Academy is “to promote the science and art of 
medicine and the betterment of public health, through 
an understanding and utilization of the functions and 
procedures of physical medicine and rehabilitation.” 
Max K. Newman, M.D., Detroit, is President of the 
Academy; James W. Rae, M.D., of Ann Arbor, is 
Vice President; Frederic B. House, M.D., Ann Arbor, 
is Secretary-Treasurer. Trustees include George K. 
Koepke, M.D., Ann Arbor; Robert C. Dean, M.D., 
Detroit; and William C. Schaeffer, M.D., Detroit. 

* * * 

Brooker L. Masters, M.D., Fre- 
mont, was named Medical Direc- 
tor of Michigan Blue Cross and 
took over the post on March 18. 

Wm. S. McNary, executive vice 
president of MHS, announced the 
appointment. Dr. Masters replaced 
Harry Becker, M.D., Battle Creek, 


who resigned some months ago for 
wa reasons of health. 
Dr. Masters, a general prac- 


titioner in Fremont since 1946, 
has been active in administrative posts in medicine for 
several years. 

He is vice president and a member of the board of 
trustees of the Michigan Health Council and has been 
chairman of the Michigan State Medical Society Com- 
mittee on Rural Health Service since 1953. He also 
served as chairman of the Tenth Annual Rural Health 
Conference held in January of this year. 


Dr. Masters, who graduated from the Indiana Uni- 
versity School of Medicine in 1942, completed his in- 
ternship at Sparrow Hospital, Lansing, in 1943. 

He entered the U. S. Air Force under the residency 
training program that same year and was discharged 
in 1946 as a Flight Surgeon with the rank of Major. 

Dr. Masters, who is thirty-nine, is married and the 
father of four children—Diane, eleven; Jeffrey, eight; 
Craig, five, and Lorelie, two. 

7 * * 

The least tangible but probably the most potent 
factor in the existing favorable trend in mortality from 
tuberculosis is the general improvement in the standard 
of living. Greater earning power has made _ possible 
more adequate nutrition and better housing. Reduction 
in the average size of families has reduced overcrowd- 
ing, which in turn has lessened opportunities for the 
spread of infection. Where economic levels have con- 
tinued high, tuberculosis rates have fallen; when war 
or famine has intervened they promptly rise. It is more 
than coincidence that the levels of tuberculosis through- 
out the world are closely related to the economic level 
of the populations concerned.—Atton S. Popr, M.D., 
and Joun E. Gorpon, M.D., Am. J. M. Sci., Sept., 1955. 

o 28k 

Congratulations, Genesee County Medical Society, on 
the Trauma Edition of The Bulletin of May 2, 1957 
(Volume 29, No. 16). Contributors included George J. 
Curry, M.D., on “Medical Aspects of Traffic Safety”: 
R. E. Johnson, M.D., on “Effects of Chronic Diseases 


(Continued on Page 796) 











DETROIT 
1259 WASHINGTON BLVD. 
IN THE BOOK TOWER 





KILGORE & HURD 


DELRAY BEACH, FLORIDA 
GAYLORD, MICHIGAN 


GROSSE POINTE 
92 KERCHEVAL 
ON THE HILL 








JMSMS 


Say you saw it in the Journal of the Michigan State Medical Society 





H. G. Fischer & Co. ULTRASONIC Generator 


Manufactured Solely in Franklin Park, Ill. 


. Federal Communications Commission Type 
Approval U-106 


. Underwriters’ Laboratories Approval 
. Light Weight 
. One Control Operation 


. Easy-to-Read Meter Accurately Shows 
Amount of Ultrasound the Patient is Re- 
ceiving 

. Extra Large Active Crystal Surface of 10 
Square Centimeters 


. Output of 3 Watts per Square Centimeter— 
30 Watts Total 


. Accurate Treatment Timer 
. Highly Efficient Oscillating Circuit 
M. oa HUNT . Accurate Calibration 
14001 Fenkel, Detroit 27, Michigan . Beautiful Chrome-Plated Cabinet 


Fisae: Wendwoy 35608 . Operates from the Usual Office Wall Outlet 
Distributor for of 110 Volts, 50-60 Cycles 


H. G. FISCHER & CO. . Very Reasonably Priced 








the creamy antacid 


Gastralm WORKS IN SECONDS 


| 39 5 (ON 3 Ox HB 20) es (0) 8) st 


Superior Buffering Capacity For treatment of 
Gastral tand: t in comparison with other Peptic Ulcer 


products. In a recent test Gastralme neutralized the and control of 


acid within 5 minutes and a pH of 6.4-7.1 was main- 
tained for 120 minutes. After 150 minutes, the Gastric 
Gastralme mixture continued to show a pH of 5.2, and 


it was 180 minutes before the pH dropped to 2.9. Hyperacidity 


Literature and MEYER & COMPANY 


clinical samples 


available on request . . . 16361 Mack Avenue . Detroit 24, Michigan 


June, 1957 


Say you saw it in the Journal of the Michigan State Medical Society 





Protection against loss of income from 
accident and sickness as well as hospital 
expense benefits for you and all your 
eligible dependents. 


ALL PHYSICIANS 
SURGEONS 


DENTISTS 
COME FROM 


PHYSICIANS CASUALTY & HEALTH 
ASSOCIATIONS 


OMAHA 2, NEBRASKA 
Since 1902 











SAMMOND PLEASANT LODGE 


Offers to the elderly and chronically ill 


Peace and quiet. Freedom of a large and richly 
furnished home and acres of lawns and wooded 
rolling grounds. scientifically prepared tasty 
meals, genial pani hip. A real 





“Home away from Home” 


Approved by the American Medical Association 
and Michigan State Department of Social Wel- 
tare—Highly recommended by members of the 
Medical Profession who have had patients at 
the Lodge. 


For turther information write to: 


SAMMOND PLEASANT LODGE 


124 West Gates Street 


Romeo, Michigan 














MEDICAL 


(Continued from Page 794) 


and Certain Drugs’; Walter Z,. Rundles, M.D., on 
“Ophthalmology and Traffic Accidents”; Hyra_ E. 
Branch, M.D., on “Driver Screening of Crippled and 
Afflicted Adults”; C. J. Scavarda, M.D., on “Otology 
and Traffic Accidents’; R. Gordon Brain, M.D., on 
“Psychiatric Aspects of Driver Screening”; Franklin V. 
Wade, M.D., on “Emergency Department Musts” and 
“Hospital Stay of the Traffic Casualty’; Sydney N. 
Lyttle, M.D., on “Clinical Evaluation of the Auto Crash 
Victim”; Otto. J. Preston, M.D., on “Medica!-Legal 
Aspects”; Harold W. Woughter, M.D., on “Summary 
Three Controllable Factors in Traffic Safety.” 
_ * * 


M.D. Placement 
Through May 1, 1957 
Assisted by Michigan Health Council 

Name Opened Practice 

Bernard Veenstra. M.D., Grand Haven, Michigan 
Charles R. Bacon, M.D., Coldwater, Michigan 

William H. Isham, M.D., Detroit, Michigan (Ford Hos- 
pital) 
* 


* * 


MSMS President’s Itinerary 
1956 
Sept. 24-25—-Annual Meeting of House of Delegates, 
Detroit 

Sept. 26—Board of Directors of MMS 

Sept. 26—-Radio interview at WKMH 

Sept. 27—-Address at Wayne University Alumni Banquet 

Sept. 28—Council Meeting 

Oct. 10—Board of Directors MMS 

Oct. 17—Conference at Lansing 

Oct. 19—Indiana State Medical Annual Session, In- 
dianapolis 

Oct. 24—Conference in Lansing 

Nov. 6—Michigan Academy of GP’s Banquet 

Nov. 8—Presiding at morning session of MAGP’s 

Nov. 28-30—-AMA Interim at Seattle, Wash. 

Dec. 10—Address before Southfield Kiwanis Club 

1957 

Jan. 4—Council Meeting 

Jan. 11-12—CHA Conference at Whittier Hotel 

Jan. 17—Rural Health Conference, Kellogg Center, 
East Lansing 

Jan. 23-25—Annual Meeting of the Council, Detroit 

Jan. 25-26—County Secretaries Meeting, Detroit 

Jan. 26—AMA Meeting on Polio, Chicago 

Feb. 5—Industrial Health Assoc. Conference 

Feb. 6—Board of Directors of MMS 

Feb. 10—Appearance on WJBK Television 

Feb. 10—Conference in Detroit 

Feb. 21—Conference in Lansing—two meetings 

Feb. 23—-Wayne County Medical Society Presidents’ 
Banquet 

Feb. 26—Conference with MHS 

Feb. 27—Address before Men’s Club Lutheran Church 

Mar. 3—Committee on MMS at Lansing 

Mar. 4—Address before Economic Club at Vet’s 
Memorial 

Mar. 6—Presiding at Conference on Trauma at Lans- 
ing (AAGP) 

Mar. 9—Appearance on WWJ Television on Polio 

Mar. 9—Meeting at Lansing 

Mar. 9—Press Conference for MCI 

Mar. 12—-Executive Committee of The Council Meeting, 
Detroit 

Mar. 13—Board of Directors of MMS 

Mar. 13-15—-Michigan Clinical Institute 

Mar. 29—-Address of welcome before Michigan Indus- 
trial Conference 

April 3—Address at banquet of Restauranteurs and 


(Continued on Page 798) 
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Flint Medical Laboratory 


633 Mott Foundation Building 
Flint 
Phone CE. 4-9312 


E. G. Murphy, M.D. 
W. T. Hill, M.D. 
W. L. Eaton, M.D. 
C. J. Flanagan, M.D. 
J. D. Wheeler, M.D. 
W. Caraway, Ph.D., Biochemist 


M. Dumoff, Ph.D., Microbiologist 


COMPLETE SERVICES IN LABORATORY 
MEDICINE 


Tissue diagnosis Basal Metabolism 
Serology Electrocardiograms 
Chemistry Pregnancy tests 
Bacteriology Hematology 
Protein bound iodine Urinalysis 
Exfoliative cytology Autopsies 
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for a modern-day 


HOLIDAY 
that brings to life 
the historic past, 

come to 


In no other area can you 
see such sharp contrasts 
between past and present 
America. Just a, few min- 
utes from Dearborn Inn 
are Henry Ford Museum 
and Greenfield Village, 
where thrilling American 
tradition becomes alive. 


Then, nearby is famous 
Ford Rotunda with its ex- 
hibits of modern produc- 
tion techniques. It’s also 
the gateway to the vast 
Ford Rouge Plant. 


Enjoy traditional hospitality of 
THE DEARBORN INN 


Here in a colonial setting, 

a half hour from downtown 

Detroit, there’s every mod- 

erncomfort. Fine food intwo 

restaurants, cocktaillounge, 

135 guest rooms with TV 

and air conditioning from 

$8 single, $13 double. 
For reservations, please write or call The Dearborn Inn, 
Dearborn, Michigan. LOgan 5-3000. R. D. McLain, Mgr. 








¢., All important laboratory exam- 
inations; including— 


Tissue Diagnosis 

The Wassermann and Kahn Tests 
Blood Chemistry 

Bacteriology and Clinical Pathology 
Basal Metabolism 

Aschheim-Zondek Pregnancy Test 


Intravenous Therapy with rest rooms for 
Patients 


Electrocardiograms 


Central Laboratory 


Oliver W. Lohr, M.D., Director 
537 Millard St. 
Saginaw 
Phone. Dial 2-4100—2-4109 


The pathologist in direction is recognized 
by the Council on Medical Education 
and Hospitals of the A.M.A. 
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Stewards 
April 8—Address of Welcome to Michigan Dental As- 
sociation 
April 10—-Committee Meeting at Sheraton Cadillac 
April 16—Conference with Legislators on Polio 
April 16—Meeting with Ingham County Medical Society 
April 17—Executive Committee of the Council, Detroit 
April 22—-Meeting with Anesthetists of Wayne County 
April 22—-Wayne County Banquet 
April 24—Telecast A.A. Medical Education 
April 26—MMS Board meeting 
April 27—-House of Delegates Emergency Meeting 
April 28-30—Meeting with Congressmen, Washington, 


May 7—Wisconsin State Medical Meeting, Madison 
May 8-9—President’s Committee on Higher Education 
May 14—Ohio State Medical Meeting, Columbus 
May 15—Executive Committee of The Council, Detroit 
May 16—1958 MCI Committee on Arrangements, De- 
troit 
+ * * 


MEDICAL TELEVISION SHOWS PRODUCED 
BY MICHIGAN HEALTH COUNCIL 


WJBK-TV, Detroit 
April 7 —Subject: Child Dental Care—Guests: Alfred 
E. Seyler, D.D.S., Detroit; Zallman Konikow, 
D.D.S., Royal Oak; Miss Annamae Nossal, 
Detroit; and Mike Kantner, East Lansing 
April 14—Subject: Old Age—(Film—‘“Proud Years” 
April 21—No show scheduled due to Easter 
April 28—Subject: Cancer—(Films—“From One Cell” 
and “Man Alive”) 
WKAR-TV, East Lansing 


April 11—Subject: Red Cross Donor Program—-Guests: 


John Scully, Joseph Venier, M.D., William 
Wilkinson, Mrs. Margaret Sneed, R.N., and 
H. D. Anderson, M.D., all of Lansing. 


April 25—Subject: Preface to a Life (Film) 


Malpractice Prophylaris 


BN WAR Ry, 


“Never judge a book 
by its cover”... 
nor a malpractice policy 
by its size 


Specialized Serucce 
makes aur doctor safer 


THE 
MEDICAL PROTECTIVE: COMPANY 


Fort WAYNE, INDIANA 


Professional Protection Exclusively 
since 1899 


DETROIT Office 


George A. Triplett and Richard K. Wind 
Representatives 


2405 West McNichols Road 
Telephone University 2-8064 
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Acknowledgments of all books received will be made in this column, 
and this will be deemed by us as full compensation to those 
sending them. A selection will be made for review, as expedient. 


MANAGEMENT OF EMOTIONAL PROBLEMS IN 
MEDICAL PRACTICE. Edited by Samuel Liebman, 
M.D., Medical Director, North Shore Health Resort, 
Winnetka, IIl.; Clinical Assistant Professor of 
Psychiatry, University of Illinois College of Medicine. 
Philadelphia, Montreal: J. B. Lippincott Company, 
1956. Price $5.00. 

The lectures are entitled: ‘Psychiatric Emergencies,” 
“The Use and Abuse of Sedatives and Stimulants,” 
“The Management of the Anxious Patient,’ “The De- 
pressed Patient,’ “The Management of Emotional Re- 
actions in the Male Involutional Period,’ “The Man- 
agement of the Multiple Complainer,’ “The Manage- 
ment of Overeating, Overdrinking and Oversmoking,” 
“On Avoiding the Production of Iatrogenic Disease,” 
“The Utilization of Community Resources in Medical 
Practice.” 

The material in these lectures is presented in a con- 
cise practical arrangement which lends itself to easy 
reading and provides a source for quick reference for 
the busy practitioner. Thus the intent of this volume 
to provide some help to the physician in the manage- 
everyday problems, is clearly 


ment of emotional 


successful. 


W.D.M. 


BATTLE FOR THE MIND. By William Sargeant. 
Garden City, N. Y.: Doubleday & Company, Inc., 
1957. Price $4.50. 

This work offers one main thesis: exploit the sub- 
ject’s most fearful point, inflame his emotions to the 
point of collapse, and strong positive suggesting will re- 
organize his thought patterns. 

The production of “abreaction” through drugs is well 
chronicled. The similarity of method using psycho- 
analysis to “abreact” is brought out. 

This is, indeed, an interesting volume showing how 
various types of beliefs can be implanted in people after 
brain function has been sufficiently disturbed by ac- 
cidentally or deliberately induced fear, anger or excite- 
ment. 


j.c. 


THE ROAD TO INNER FREEDOM. The Ethics. By 
Baruch Spinoza. Edited and with an Introduction by 
Dagobert D. Runes. New York: Philosophical Library, 
1957. Price $3.00 
The aims of Spinoza are most ideal: how to live 

with emotions, passions, and God. It may well be with 

a seemingly newly aroused interest in psychology, re- 

ligion and mental diseases, that this decade may re- 

discover Spinoza. The pensive mind will find this 
unusual volume for stimulating reflection. 


ALBERT SCHWEITZER. The Story of His Life. By 
Jean Pierhal. New York: Philosophical Library, 
1957. Price $3.00. 

Men of music and medicine will find this a relaxing 
review of a dedicated life. It is refreshing evidence that 
a man trained in traditional backgrounds can retain per- 
spective and achieve success. 


£C. 


EXPERIMENTAL PSYCHOLOGY AND OTHER ES- 
SAYS. By I. P. Pavlov. New York: Philosophical 
Library, 1957. Price $7.50. 

The reading of some of the basic writings of this 
Nobel prize winner in physiology may well elevate his 
stature in the mind of the mature physician. His great 
regard for experimental method, and, particularly in 
working with a whole normal animal, is as refreshing 
in our modern era as it was in his. To the vast army 
of investigative imitators, there are here interned les- 
sons of clarity they have never closely copied. 


J. c. 


RHEUMATIC DISEASES, Rheumatism and Arthritis. 
By Heinrich G. Brugsch, M.D., F.A.C.P., Assistant 
Professor of Medicine, School of Medicine, Tufts Uni- 
versity; Physician-in-Charge, Arthritis Clinic of The 
Boston Dispensary, a Unit of the New England Med- 
ical Center; Diplomate, The American Board of In- 
ternal Medicine. Montreal and Philadelphia: J. B. 
Lippincott Company, 1957. 

As many as ten million persons suffer from “presump- 
tive’ rheumatism and arthritis, and 100 million days 
are lost from work annually because of it. The field of 
rheumatology has been the stepchild of medicine be- 
cause of the complexity of disease processes involving 
such an array of structures and functions which often 
make the therapeutic approach disappointing. Brugsch 
provides a concise introduction to the field from the 








MARY POGUE SCHOOL, Ine. 


Complete facilities for training Retarded and Epi- 
leptic children educationall and socially. Pupils 
per teacher strictly limited. Excellent educational, 
physical and occupational therapy programs. 

Recreational facilities include riding, group games, 
selected movies under competent supervision of 
skilled personnel. 


Catalogue on request. 


G. H. Marquardt, M.D. Barclay J. MacGregor 
Medical Director Registrar 


26 GENEVA ROAD, WHEATON, ILL. 
(Near Chicago) 
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point of view of the internist. Controversial and the- 
oretical aspects of Rheumatic Fever, Rheumatoid Arth- 
ritis, Ankylosing Spondylitis, Diffuse Collagen Disease, 
Degenerative Arthritis, Gout, Infectious Arthritis, and 
other subjects are covered in a bibliogrphy of over 250 
papers from the American literature, and the “essentials” 
are discussed in a very readable fashion with emphasis 
placed on conservatism and the long-continued use of 
simple methods of treatment rather than on the expecta- 
tion of reversing the disease processes by “miracles.” 
The section on physical medicine could be amplified 
and that on rehabilitation is cursory. Prophylaxis of 
rheumatic fever is adequately discussed but not included 
in the Table of Contents, 

Some of the illustrations (p.191) are excellent while 
others (p.309) leave something to be desired. While 
the Index refers to pages by generic name of drugs in 
some instances (Butazolidin- See Phenylbutazone)- 
(Phenylbutazone- P. 235), the reverse is true in others 
(Probenecid- See Benemid)- (Benimid- P. 82, 238). 

The book contains no startling innovations, but the 
essentials contained therein could well be applied by any 
physician treating adults to the majority of his patients. 


R.E.F. 


THE CARE OF THE EXPECTANT MOTHER. Jose- 
phine Barnes. New York: Philosophical Library, 
1956. 266 pages. 


As the author states in the preface, this book is writ- 
ten as a practical guide for all who undertake the man- 


BRAND OF MECLIZINE HYDROCHLORIDE 
prevents nausea, 


vomiting and vertigo 
associated with 
vestibular disturbances 


*Trademark 


agement of pregnancy. ‘Much of it is based on routine 
teaching given to medical students and pupil midwives 
in lectures, antenatal clinics and antenatal ward rounds.” 
However, the author lives in England, and many of the 
ideas are compatible with the situation as it exists in 
that country and not particularly applicable to the 
United States. 

The entire field of normal pregnancy, abnormal preg- 
nancy and diseases complicating pregnancy is covered in 
one small volume, so, of necessity, the book must be 
considered only as a guide. It is well written, printed 
on good quality glossy paper, and the illustrations are 
adequate. There is a minimum of references to current 
literature; therefore, it is not a source of reference 
material. 

The book is a guide to the broad field of obstetrics 
as applied to technicians, midwives, and to some extent 
nurses. The medical missionary and obstetrical super- 
visor in outlying districts might find it helpful in his 
teaching. But its value to the average practicing 
physician is limited, as it contains only basic information. 


S.T.L. 


WOLVERINE 


the GOODWILL 


HoteQ, in DETROT 








Home of The Trepics 
500 ROOMS FAMOUS DETROIT 
each with NITESPOT 
Shower Bath Overlooks 
Grand Circus 
Singles $4.50-§7 Park 
Doubles $6.00-$12 immediate facilities for 
Suites $10-$20 shopping. theatres, 
transportation. 














Elizabeth Street 
1 BLOCK EAST OF WOODWAR 
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Dear Dr. Haughey: 

Congratulations on your publication of Dr. Fox’s 
article, “Narcotic Addiction Among Physicians” in the 
February issue of THE JourNav. It helps focus much 
needed attention upon an extremely serious problem. 

Drug addiction of any type is a problem that con- 
stantly confronts the physician, law enforcement authori- 
ties, the addicted person, his family and the community 
at large. Its cost to society in terms of self-degradation, 
family disintegration and social disorganization is well 
known. 

The Detroit Department of Health is attempting to 
meet the various aspects of this problem through the 
operation of its Narcotics Clinic. The psychiatric and 
social consultative services are available to physicians, 
other professional people, the addicted person and his 
family, and the community at large. The Clinic func- 
tions as a clinical and administrative arm of the Health 
Department, totally unrelated to any police function. 
Strict adherence is effected to all concepts of medical 
ethics. 

The question that Dr. Fox raises regarding education 
of medical students in the relationship of the physician 
to addicting drugs and addicted persons is a valid one. 
We at Wayne State University College of Medicine 
have instituted a minimum of four hours lecture, case 
presentation and discussion with the junior medical stu- 
dents as part of the curriculum in psychiatry. We agree 
that this comprises an essential facet of education among 
physicians. 

The Clinic would welcome any requests for consulta- 
tion from anyone beset with a problem concerning the 
use or abuse of narcotic drugs. Our office is located at 
1415 St. Antoine Street (second floor) and the tele- 
phone number is Wo. 1-7302, extension 217. 

Respectfully, 
Hersert A. Raskin, M.D. 
Medical Director 
State Board of Alcoholism 
Detroit, Michigan 
April 24, 1957 


Dear Doctor Haughey: 

I wish to take this opportunity to thank you in behalf 
of the Genesee County Medical Society for the very 
excellent presentation of our annual Cancer Day Pro- 
gram that appeared in several places in the February 
issue of THE JourRNAL of the Michigan State Medical 


Society. This particular issue of THe Journat has 
enabled us to have this program well publicized over 
the state, and I have heard many favorable comments 
on this presentation every time I have made a trip 
out of this city since the issue appeared. 

If our program this Wednesday is not an outstanding 
success, it will certainly not be due to any deficit that 
could reflect on THe JourNnat of the MSMS. 

Flint, Michigan 
April 15, 1957 


Postscript April 20, 1957 

The record of attendance for all programs is as 
follows: 

1946 

1947 

1948 

1949 

1950 

1951 

1952 

1953 

1954 

1955 

1956 

1957 
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Sincerely yours, 

H. B. Exuiotr, M.D. 

Chairman, Cancer Day Committee 
Genesee County Medical Society 





Carlson School for Cerebral Palsy announces 
two informal summer sessions for ambulatory 
Cerebral Palsy patients. 


First session: June 15-August |; second session: 
August |-September 15. 


Located on ocean; swimming pool; supervised 
therapy. 


For informaiton write to Carlson School, Pompano 
Beach, Florida. 














REHABILITATION . . 
rivate hospital especially planned for the medical care and rehabilitation of the 
the AGED, and the HANDICAPPED. 


Departments of Medicine, Radiology, Laboratory, Dietary, Dentistry, Rehabilitation, 
Occupational and Physiotherapy. 


Patients accepted for long or short term care under direction of private physician. 


C ONICALLY ILL, 


Louis L. Amato, M.D., Medica! Director 


FORT LAUDERDALE BEACH HOSPITAL 


125 N. BIRCH RD., FORT LAUDERDALE, FLORIDA 


GERIATRICS (care of the aging) 
. CONVALESCENT CARE 


MEDICAL RESIDENT STAFF 


FOR information write to 
Kenneth A. Dahi, Administrator 
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Plainwell 


Sanitarium 
PLAINWELL, MICHIGAN 
Member American Hospital Association 
EDWIN M. WILLIAMSON, M.D. 
Psychiatrist-in-Chief 
Professional care for the nervous 
and mentally ill. 
Telephone MUrray 5-8441 


Restful Six-acre Estate Overlooking the Kalamazoo River 








FOR SALE: On main street, office building with living 
iti lel quarters on second floor, fully equipped—population 
Classified Advertising 8,000—New Hospital—Opportunity for General or 
2.50 insertion of fifty words or less, with an Board eligible surgeon. Priced to sell. Retiring. Con- 
spe sab five cents per Barc in excess of fifty. tact: Marco M. Hansen, M.D., Greenville, Michigan. 











OFFICE SPACE: Rent or lease. Newly remodeled, 
WANTED: Young Protestant, Christian, ambitious gen- excellent location with established dentist near new 
eral practitioner, for a private partnership practice state office building. Available at once. Contact: 
with middle aged established general practitioner in O. S. McElmurry, D.D.S., 607 W. Ottawa Street, 
center of progressive farming communities. Excellent Lansing, Michigan. Telephone IVanhoe 4-0829. 
opportunities and hospital facilities. Reply Box No. 1, 
606 Townsend Street, Lansing, Michigan. 


EYE, EAR, NOSE AND THROAT PRACTICE: good 
location, furniture, equipment and records. Very rea- 
sonable. Contact: Marvin L. Stocker, M.D., 116 N. 
INTERNIST-GASTROENTEROLOGIST: Certified in Adams Street, Ypsilanti, Michigan. Phone Hunter 
both. Six years’ training, including Mayo Clinic and 2-9856. 
faculty University gastroenterology section. Qualified 
bone marrow interpretation, gastroscopy, other tech- i” 2 “a aera 
niques. Societies, publications. Desires group or indi- ou SP 
vidual association. Reply No. 2, 606 Townsend A REAL OPPORTUNITY to open practice in one of 
Street, Lansing, Michigan. West Michigan’s fastest growing communities. On 
. White Lake and Lake Michigan. Excellent schools, 
fishing, boating, hunting. Suite of offices available in 
modern Professional Building. Write. call or better 
yet come and see Clarence E. Pitkin, Whitehall, Michi- 
gan. 


FOR SALE: Medical Practice of Dr. A. R. Hayton 
(deceased) of Shelby, Michigan. Established 50 years. 
Includes a fully furnished office and home on two SNe” MEAT Rv SI 
lots. May be purchased by low monthly payments. 

Can be seen during the month of June. For further LOCUM TENENS WANTED: Three to four weeks. 

details, address Stanley West, 1315 S. Main Street, Former Michigan practitioner, now in Surgical Resi- 

Corona, California. dency. 1952 graduate. Reply: B. F. Shockley, M.D., 
6601 W. Clarke Street, Wauwatosa 13, Wisconsin, 
Phone Spring 4-5368. 





PHYSICIANS AND PSYCHIATRISTS a a ae 
FOR CALIFORNIA 
ALLERGY PRACTICE FOR SALE: Splendid oppor- 


State hospitals, correctional facilities and veterans home. : ‘ 
No written exam required. tunity for some physician who desires to take up 
allergy as a specialty. Allergist retiring because of 
illness. Practice for sale in a Michigan city of 175,000. 
$10,860 to $12,000; Gross cash income $50,000 annually. Would remain 
$11,400 to $12,600; with purchaser sufficiently long for him to become 
$12,600 to $13,800; familiar with the work. Reply Box 3, 606 Townsend 
Increases being considered effective July. Street, Lansing 15, Michigan. 
U. S. citizenship and possession of, or eligibility for 
California license required 
Write: 
Medical Recruitment Unit, Box A, FOR SALE: Cambridge Simpli-Trol Portable Electro- 
State Personnel Board, 801 Capitol Ave. cardiograph. Guaranteed to be in excellent condition. 
Sacramento, California Clyde H. Chase, M.D., 8868 Hendrick Drive, Brigh- 
ton, Michigan. Telephone Academy 7-1082. 


Three salary groups: 
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DAY BOOKS 

APPOINTMENT BOOKS 

CASE RECORDS 

PATIENT’S ACCOUNT CARDS 

INCOME AND EXPENSE LEDGERS 

All Adapted to YOUR Needs by Experienced PM Managers 


ui 4ay4: 
WRITE OR CALL FOR INFORMATION 


a P R 0 F E s S ! 0 nl A L Security Bank Building — Battle Creek 
an. A ll A S E M € Mf) T  sacmaw — cranp rapips — DETROIT 


A COMPLETE BUSINES Affiliated Offices in Other Cities 
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WINE HAS 
A PLACE 


in MODERN MEDICAL PRACTICE... 





The basis of many important and desirable effects of wine in therapeutics is no longer conjectural. 


Results of a series of independently conducted, recent research programs—summarized in the 
brochure “Uses of Wine in Medical Practice”*—testifies to certain specific physiological properties 
of wine which now can be utilized to fuller clinical advantage. 


Physiological Properties* 

Stimulant to appetite 

Gentle, prolonged stimulant to gastric secretion 
Relaxant, sedative 

Vasodilator, diuretic 

Non-ketogenic, euphoretic 


Clinical Applications* 
Convalescence, geriatrics 
Gastroenterology, urology 
Cardiology, neurology 
Diabetes 


Anorexia, insomnia 


*Details of these and other research data as contained in 
the brochure, “Uses of Wine in Medical Practice,” will 
be sent to you without charge by writing: Wine Advisory 
Board, 717 Market Street, San Francisco, California. 
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(brand of phenmetrazine hydrochloride) 


**...a highly effective and safe appetite suppressant...” 


Based on clinical reports, PRELUDIN produces more than twice the weight loss 
achieved by natients receiving a placebo.? It is singularly free of tendency to 
produce seri. us side actions, as well as stimulation.'* PReELUDIN imparts a 
feeling of well-being that encourages the patient to cooperate willingly in 
treatment.'3 


The reduced incidence of side actions with PRELUDIN makes losing weight more 
comfortable for the average patient, facilitates treatment of the complicated 
case and frequently permits its use where other anorexiants are not tolerated. 


Recommended Dosage: One tablet two to three times daily one hour before 
meals. Occasionally smaller dosage suffices. On theoretical grounds, PRELUDIN 
should not be given to patients with severe hypertension, thyrotoxicosis or 
acute coronary disease. 


(1) Holt, J. O. S., Jr.: Dallas Med. J. 42:497, 1956. (2) Gelvin, E. P.; McGavack, T. H., and Kenigsberg, S.: 
Am. J. Digest. Dis. 1:155, 1956. (3) Natenshon, A. L.: Am. Pract. & Digest Treat. 7:1456, 1956. 


Pre.uoin® (brand of phenmetrazine hydrochloride). Scored, square, pink toblets of 25 mg. Under license from 
C. H. Boehringer Sohn, Ingelheim. 
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a new dosage form 





’ * 
Compazine 


for immediate control of nausea and vomiting 


when oral administration is not feasible 


In 98% of cases treated with ‘Compazine’ Ampuls during 
clinical trials, a single intramuscular dose completely 
stopped nausea and vomiting or reduced its severity 
enough to permit tablet administration. 

Dosage: An initial dose of 5 to 10 mg. (1 to 2 cc.) should 
be injected deeply into the upper outer quadrant of the 
buttock. This may be repeated if necessary at intervals of 
3 to 4 hours. 

For further information, see S.K.F. literature. 
Available: 2 cc. (10 mg.) ampuls in boxes of 6 and roo. 
5 mg. tablets in bottles of 50 and 500. 
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with minimal side effects 


Smith, Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. for proclorperazine, S.K.F. 





